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Seeeeree FF aime 
Good Samaritan Hospital 
Phoenix, Arizona 
Fresno Community Hospital 

Fresno, California 





Methodist Home for the Aged 
Baltimore, Maryland 
Melrose-Wakefield Hospital 


Saint Agnes Hospital Melrose, Massachusetts 


Fresno, California 


1 ! 
a h of “taet South Coast Community Hospital 
bie ai South Laguna, California | 


Veterans Administration Hospital | 


Palo Alto, California 
Es 3 Veterans Administration Hospital 
28 Washington, D. C. 


Beyer Memorial Hospital 
Ypsilanti, Michigan 
Lapeer County General Hospital 
Lapeer, Michigan 
St. Vincent’s Hospital 
Montclair, New Jersey 





Presbyterian Hospital Center 


Veterans Administration Hospital | Albuquerque, New Mexico 


‘ wblin, Georgia 
wt Veterans Administration Hospital 
. owney, Illinois 
3 = ae Veterans Administration Hospital | 
af + Chicago, Illinois gS Highland View Hospital 
ee: § Copley Memorial Hospital 5 Cleveland, Ohio 
: Aurora, Illincis . 3S Marymount Hospital 
St. Elizabeth Hospital : Cleveland, Ohio 
Danville, Illinois Massillon City Hospital 


Es University of Illinois session, Ohio 

- Chicago, Illinois Memorial Hospital 

Ber: Victory Memorial Hospital 4 Fremont, Ohio 

Bros: Waukegan, Illinois Thos. D. Dee Memorial Hospital 
ee 3 Ogden, Utah 


Glockner-Penrose Hospital 


es Colorado Springs, Colorado ee De Goesbriand Hospital 
FESS St. Luke’s Hospital ee Burlington, Vermont 
= oe aes Denver, Colorado oot | 8 Veterans Administration Center 
5 3 ; John McDonald Hospital ee | ae Wood, Wisconsin 
a Monticello, lowa | McGill University 


West Montreal, Canada 


Harlem Hospital 
New York City 
New York Hospital 
New York, New York 
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Logan County Hospital 


C “ A I i S ES ; Russellville, Kentucky 


Listed hospitals all have more than one INVAL-A/D CHA/R 




































































Wheel Chair or Stretcher in One Versatile Unit! 


That’s the convenience of the Hausted Inval-Aid Chair. And 
the easy turn of a geared crank places the patient in any posi- 
tion between horizontal and sitting. 

Engineered for safe, fast, effortless patient handling, it is so 
designed that a patient may stand on the footboard without 
tipping it. 


AS A 
STRETCHER 


Ask your Simmons Contract 
oe _ SIMMONS COMPANY 
representative for 


a live demonstration 
pig ki: HAUSTED DIVISION 


in your hospital 


MEDINA, OHIO 
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not 


a general- 


purpose 


antibiotic 


Albamycin is not a broad-spectrum anti- 
biotic, recommended for routine infec- 
tions. It is specific for staphylococci 
(including resistant strains), and its use 
alone should (with the exceptions listed 


below) be limited to those cases in which 
staph is known or strongly suspected to 
be the causative organism. 


Albamycin 


VOL. 35 


Indications — Albamycin is indicated in the treatment of staphy- 
lococcic infections, particularly in patients sensitive to other 
antibiotics or in the infections in which the organism is resistant 
to other antibiotics and sensitive to Albamycin, and in urinary 
tract infections due to microorganisms resistant to other com- 
monly employed antibacterial agents but sensitive to Albamycin 
—notably certain strains of Proteus. 

Administration and Dosage —Capsules and Syrup: The recom- 
mended dosage in adults is 500 mg. every twelve hours or 250 
mg. every six hours, continued for at least forty-eight hours after 
the temperature has returned to normal and all evidence of in- 
fection has disappeared. In severe or unusually resistant infec- 
tions, 0.5 Gm. every six hours or 1 Gm. every twelve hours may 
be employed. The dose for children is 15 mg. per kilogram of 
body weight per day for moderately acute infections; this may 
be increased to 30 to 45 mg. per kilogram of body weight per day 
for severe infections. These doses may be administered on sched- 
ules similar to those for adults. 

Parenteral: Intramuscularly—5 cc. of Albamycin solution may be 
used directly by slow injection deep into the gluteal muscle. 
intravenously — it is recommended that 5 cc. of Albamycin solu- 
tion be diluted further with 250 to 1000 cc. of sterile injection 
solution of sodium chloride, Darrow’s solution, or Ringer’s solu- 
tion and administered by intravenous infusion, or by diluting to 
a suitable quantity and administered by continuous drip infusion. 
Do not use with dextrose solution. Wh-n it is necessary to use a 
smaller volume intravenously, 5 cc. of Albamycin solution may 
be diluted to a minimum of 30 cc. with one of the above diluents 
and administered slowly over a period of five to ten minutes to 
avoid irritation of the vascular endothelium. The dosage for 
adults is 500 mg. Albamycin administered either intramuscularly 


or intravenously every — hours. For children with moderately 
acute infections, the dosage is 15 mg. per kilogram of body 
weight per day. The daily dosage should be administered in two 
divided doses at intervals of twelve hours. As soon as the 
patient’s condition permits, parenteral Albamycin should be re- 
placed with oral Albamycin therapy. 

Side Effects —Albamycin is a substance of low toxicity but is 
capable of inducing urticaria and maculopapular dermatitis. Leu- 
kopenia, which was rapidly reversible, has been reported in 
approximately 1% of cases. All of these side effects disappear 
rapidly upon discontinuance of the drug. In a certain few patients, 
a yellow pigment has been found in the plasma. This pigment is 
a metabolic by-product of the drug which, however, may inter- 
fere with determination of bilirubin and icteric index. Its pres- 
ence is not associated with abnormal liver function tests or liver 
enlargement. 

Available — Albamycin, 500 mg., sterile, Mix-O-Vial.t Each Mix- 
0-Vial contains: 500 mg. Novobiocin (as novobiocin sodium), also 
175 mg. Nicotinamide; 0.47 cc. N,N-Dimethylacetamide; 42.3 mg. 
Benzy! alcohol; 4.23 cc. water for injection. Albamycin Capsules. 
Each capsule contains: 250 mg. Novobiocin (as novobiocin so- 
dium). Albamycin Syrup. 125 mg. per 5 cc. Each 5 cc. (one tea- 
spoonful) contains: 125 mg. Novobiocin (as novobiocin calcium). 
Preserved with methylparaben, 0.075%, and propylparaben, 0.025%. 
*Trademark, Reg. U. S. Pat. Off. —The Upjohn brand of crystal- 
line novobiocin sodium. tTrademark, Reg. U. S. Pat. Off. 


The Upjohn Company 
Kalamazoo, Michigan 





...Every Hospital Hand Gets 
Positive Protection By Pioneer 


Hands at work in your hospital require protection of 
many different kinds. The complicated task of select- 
ing the right glove for each hospital job is easy for us 
because we manufacture over 65 different styles of 
gloves for hospital, industrial and home applications. 
When you assign the task to us you save administra- 
tive time and assure yourself of ultimate glove economy 
throughout the hospital. 


2 


PIONEER 


RUBBER COMPANY 
349 Tiffin Road, Willard, Ohio 
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PROVIDING living, teaching and recreational facilities for 124 student nurses, the 
new Mobile (Ala.) Infirmary School of Nursing building, designed by Platt Roberts 
and Co., Mobile, has been given the credit for this year’s record enrollment at the 
school. An article describing the construction and living and teaching accommodations 
of the new facility begins on page 49. Cover photo by Thigpen Photography. (Other 
photo credits in this issue are on page 118.) 
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years. Single copies 30 cents; except the two-part August |, Guide Issue $2.50. (Foreign 
and Pan-American add $1 per year for postage.) CHANGE OF ADDRESS: Notice should 
include the old as well as the new address including postal zone number. Four weeks 
notice is required. The local postmaster should be notified. © 1961, by the American 
Hospital Association, all rights reserved. 








Now-you can include every charge 
in the patient’s final bill 


New IBM TELE-PROCESSING* System 
speeds charge data directly to your billing 
department as each charge occurs...using 
existing telephone lines. 


With the IBM 1001, you can prepare final 
bills faster... have every one complete and 
up-to-date...reduce collection problems... 
improve patient relations. 

You can put this low-cost IBM TELE- 
PROCESSING System into operation by 
locating an IBM 1001 Data Transmission 
Terminal at activity points—nursing station, 
laboratory, pharmacy, etc.—and connecting 
each terminal to existing telephone lines. 





To make an entry, a nurse or technician 
simply dials, feeds a pre-punched card into 
the 1001, and an IBM Card is automatically 
punched in the business office—ready for 
processing. She can also enter special infor- 
mation via the 10-digit keyboard of the 1001. 


Anyone who can dial a telephone can 
quickly learn to operate the IBM 1001. You 
can have any number of remote input units 
at any distance from the central card punch. 
You can send data from any or all stations 
without a receiving operator in attendance. 


Call your local IBM Hospital Representa- 


tive for more information. *Trademark 


New IBM 1001 
Data Transmission Terminal 


IBM. 


DATA PROCESSING 
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Increase Personal Patient Protection with NEW—IMPROVED 


3D>DISPOSABLE PREP SETS 


Complete — Ready to Use 


IMPROVED 
DISPOSABLE 
PREP SETS 


contain these new, 
exclusive features: 


rent) SEPTISOL* SATURATED 

SPONGE—Lathers lavishly—con- 

tains hexachlorophene—add 70% 

alcohol to soap sponge for tinc- 

ture of “Septisol”—or add warm 

water to soap sponge for aqueous 
se 2 Vestal Laboratories 

DOUBLE-EDGED DISPOS- 

ABLE PLASTIC RAZOR —Includ- 

ing highest quality surgical 


blade. 

REINFORCED HEAVY GAUGE 
TRAY—Multi-cupped with molded 
plastic basins to accommodate 
technique components. 


PLUS these proven, reliable 
features: 


@ PLASTIC COATED TOWEL 
e SUPER ABSORBENT TOWEL 
e@ LARGE COTTON BALLS 


@ PLASTIC OVERWRAP 
(Ideal receptacle, easily 
disposed, directions on back.) 


SAFER: MORE CONVENIENT: MORE ECONOMICAL: 


Improves patient care; reduces Contains all items needed; can be stored Eliminates time and labor expense of 
danger of cross-infection. in quantities in floor utility rooms, ready autoclaving hospital-prepared sets; pre- 
for immediate use. packed and compact. 





"PERSONAL PATIENT PROTECTION For comptete information, please write on your professional or institu 
Davol’s new line of labor-saving disposables _ tional letterhead to : 
ameliorating mass daily routines. 


RUBBER COMPANY 


PROVIDENCE 2, RHODE ISLAND 
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How 
your hospital 
CAN SAVE 
hundreds 
of dollars 
every year... 
with the finest quality 
available! 


With Mercer's graduated pricing policy, the hospital 
gets the benefit of the larger quantity case price by 


merely assorting the order. 


For example: If you need only 1 case each of 10 differ- 
ent essentials, you get the lower 10 case price across the 
board. You don't overload your stock room, yet you still 


can save substantially. 


Typical of the quality items available under this money- 
saving price policy are the new complete line of Pyrex’ 
Hospital Jars, non-tip hex base Thermometer Sterilizing 


Jars and pre-cleaned Microscope Slides. 


Your supply house will be 
pleased to show you the 
savings involved or write us 


today for complete details 
f 





PYREX® HOSPITAL 
JARS : 
Applicator, Hospital, Tongus 
Blade and Sundry 





MICROSCOPE SLIDES 


Selected, pre-cleaned, electron 
ically checked clarity 





: & a 


= 2 
al 


Pyrex® is a registered 
trade mark of Corning THERMOMETER 
e STERILIZING JARS 


Hexagonally shaped 
base, guaranteed roll 
proof 


MERCER GLASS WORKS INC. 


E e tic F Guct f Gy H 





hospital association mechings 


AMERICAN HOSPITAL ASSOCIATION 
NATIONAL MEETINGS 
1962 
Jan. 3l-Feb. 1—Midyear Conference of Presidents and Secretaries, 


Chicago (AHA Headquarters) 


Sept. 17-20—64th Annual Meeting, Chicago (McCormick Place) 


MEETING AND INSTITUTE 


CALENDAR 
THROUGH APRIL 1962 


(American Hospital Association Institutes are in BOLDFACE type. 
Meetings of other hospital associations are in LIGHTFACE type. 
Other organizations in the health field are shown in ITALICS.) 


NOVEMBER 


14-16 Directors of Hospital Volunteers (Basic), Denver (Cosmopoli- 
tan Hotel) 


15-17 Florida Hospital Association, Jacksonville (Robert Meyer 
Hotel) 


26-Dec. 1 Radiological Society of North America, Chicago (Palmer 
House) 


27-30 Operating Room Administration (Advanced), Indianapolis 
(Sheraton-Lincoln Hotel) 


28-30 Hospital Dental Service (Advanced), Chicago (AHA Head- 
quarters) 


30-Dec. 1 Illinois Hospital Association, Springfield (St. Nicholas 
Hotel) 


DECEMBER 


11-15 Hospital Design and Construction, Los Angeles (Statler- 
Hilton) 


13-15 Medical Record Librarian’s Institute’ on Medical-Legal-Princi- 
ples of Medical Record Administration (Advanced), Chicago 
(AHA Headquarters) 


26-31 American Association for the Advancement of Science, 
Denver (Denver Hilton) 


JANUARY 


8-12 Dietary Department Administration, Pittsburgh (Webster Hail 
Hotel) 


17-19 Alabama Hospital Association, Mobile (Admiral Semmes 
Hotel) 


22-24 National Association of Private Psychiatric Hospitals, Sara- 
sota, Fla. (Colony Beach Resort) 


(Continued on page 8) 
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3M System keeps floors so new looking 
you can hardly believe your eyes ..... 


Now with 3M’s new spray method and “SCOTCH-BRITE” Floor Main- 
tenance Pads you can keep floors new looking week after week after 
week. This new spray method lets you clean and polish floors in one 
simple operation. Your floors are kept at a higher level of appearance 
with less strippings. 

The 3M spray method and “SCOTCH-BRITE” Pads can give you 
dramatically pleasing results on even your heaviest trafficked floor 
areas. These unique non-woven Nylon pads never splash or rust... can 
be rinsed in water, dried quickly and re-used. Let us show you how 
regular floor care with “SCOTCH-BRITE” Pads can cut your maintenance 
costs and improve your floor appearance. For a free demonstration on 
your floors, write: 3M Co., Dept. ACA-111 900 Bush Ave., St. Paul 6, Minn. 


“SCOTCH-BRITE” Floor Maintenance Pads 


**SCOTCH-BRITE’’ IS A STERED TRADEMARK OF 3M CO., ST. PAUL 6, MINN, 


Mienesora Mitmine ano [fanuracrurine company E> 


o++ WHERE RESEARCH IS THE KEY TO TOMORROW 
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Cylinder Model 


[. PPB. with AIR or OXYGEN: 


your choice with M-S-A® 
Pulmonary Ventilators 


This is the compressor model used for air mixtures. 
Other models are available for 100% oxygen or 
air-oxygen mixtures. Also, “total flow” Heated Main- 
stream Nebulizer available for all models. 
Write for descriptive literature or ask for a 
demonstration. 


> /i\.2 Mine Safety Appliances Company 
201 North Braddock Avenue 
Pittsburgh 8, Pennsylvania 





22-26 Nursing Service Administration, Memphis, Tenn. (Claridge 
Hotel) 


26 South Carolina Hospital Association, Columbia (Wade 
Hampton Hotel) 


31-Feb. 1 American Hospital Association Midyear Conference of 
Presidents and Secretaries, Chicago (AHA Headquarters) 


FEBRUARY 


1-3 American College of Hospital Administrators Congress on 
Administration, Chicago (Morrison Hotel) 


5-9 Nursing Service Administration, San Francisco (Sheraton- 
Palace Hotel) 


5-9 Special Institute for Medical Record Librarians on Organiza- 
tion and Management, Chicago (AHA Headquarters) 


12-14 Budgeting, Chicago (AHA Headquarters) 


19-21 Personnel Administration (Advanced), Louisville, Ky. (Ken- 
tucky Hotel) 


26-March 2 American Protestant Hospital Association, Chicago 
(Morrison Hotel) 


MARCH 


Emergency Room Nursing Service Management (Tentative), 
Chicago (AHA Headquarters) 


Directors of Hospital Volunteers (Advanced), Chicago (AHA 
Headquarters) 


Hospital Purchasing (Advanced), Baton Rouge, La. (Capitol 
House Hotel) 


Louisiana Hospital Association, Baton Rouge (Capitol House 
Hotel) 


Wisconsin Hospital Association, Milwaukee (Schroeder Ho- 
tel) 


Labor Relations, Chicago (AHA Headquarters) 
Kentucky Hospital Association, Louisville (Kentucky Hotel) 
New England Hospital Assembly, Boston (Statler-Hilton Hotel) 


Evening and Night Nursing Service Administration, Chicago 
(AHA Headquarters) 


Nursing Home Administration, Miami Beach, Fla. (Seville 
Hotel) 


APRIL 


Annual Meeting of Blue Cross Association Members and the 
Annual Meeting of the National Association of Blue Shield 
Plans, Colorado Springs, Colo. (Broadmoor Hotel) 


2-4 Methods Improvement (Advanced), Baltimore (Emerson Hotel) 
2-5 Ohio Hospital Association, Toledo (Toledo Sports Arena) 


9-13 Staffing Departments of Nursing Units, Chicago (AHA Head- 
quarters) 


12-13 Carolina-Virginias Hospital Conference, Roanoke, Va. (Hotel 
Roanoke) 


16-20 Hospital Engineering, Chicago (AHA Headquarters) 
23-25 Hospital Trustees (Tentative), Chicago (AHA Headquarters) 


25-27 Midwest Hospital Association, Kansas City, Mo. (Municipal 
Auditorium) 


25-27 Southeastern Hospital Conference, New Orleans (Municipal 
Auditorium) 


30-May 2 Tri-State Hospital Assembly, Chicago (Palmer House) 
30-May 3 Obstetrical Nursing Service Administration, Buffalo, N.Y. 
(Statler-Hilton Hotel) 
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Glass, a / | Louvers 
Aluminum 


Louvers 





\ 
‘\ 
‘ 
ADJUSTS Sage 
0 . 


TO ANY 
position 120° 


IN % 
SECOND 








7 ms 
yf 
INTERIOR AND EXTERIOR LOUVERS ADJUST SEPARATELY! 


oh tpt races Dual louver windows 62” and taller have split operation of both interior and exterior louvers, 
permitting separate adjustment of top and bottom section of each window. (Illustrated above ) 


FOR HOSPITALS, SCHOOLS, OFFICE BUILDINGS, MOTELS, HOTELS, 
INDUSTRIAL BUILDINGS, APARTMENTS AND HOMES 


Clearviews reduce inside temperature up to 25° without air conditioning — Saving on 
air conditioning costs up to 50%. 

Glass Protector eliminates painting, and maintenance costs. 

Aluminum window and window-wall eliminates overhanging roofs, shades and blinds. 
Easy to clean from inside — privacy visor — Stainless Steel Jamb Weather Stripping. 
Acoustical all-weather window wall — 100% ventilation and sun control. 
Illumination, prowler, draft, light, glare, and sun control visor. 

Window guard and knockout emergency fire escape exit. 

Blackout, concussion and rock resistant louvers. (No rigid glass) 

Adjustable storm shutter — rain, wind, dust and vandalism proof. 

Finger-tip control for visual education in ventilated position. 

Automatic air circulation. (Cool air in at bottom — warm stale air out at top) 


ALL-WEATHER LOUVER WINDOWS PAY FOR THEIR COST BY REDUCING 
AIR CONDITIONING AND OPERATION COST, WHERE LARGE WINDOWS ARE 


EXPOSED TO THE SUN. 
For complete details and specifications, prices and literature, 
call or write your Clearview dealer or our nearest office. 


CLEARVIEW CORP. 


COMPTON, CALIF. DALLAS, TEXAS FT. LAUDERDALE, FLA. SAN MATEO, CALIF. 
2200 N. Parmelee 2625 Elm St. 3318 S.W. Second Ave. 3987 Pacific Blvd. 
NEvada 6-2428 Riverside 1-6071 JAckson 2-8526 Fireside 5-8231 


MIAMI, FLORIDA ST. PETERSBURG, FLA. HOUSTON, TEXAS PHOENIX, ARIZONA ALBUQUERQUE, N. M. JACKSON, MISS. MEMPHIS, TENN. 
900-902 N.W. 27th Ave. 3027 Ninth Street N. 2308 Texas Ave. 2308 S. 1lth Ave. 2110 Second St., S.W. 1045 High = ch Rael oi 
-1) - ite js 


NEwton 4-2605 CApitol 8-4508 Alpine 2-4808 243-3596 Fleetwoo 
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Thermal shock test proves scalding heat 
and freezing cold can’t crack Duraclay! 


We froze this Crane fixture right into a 
block of ice for 96 hours. Then we poured 
boiling water on it. 

What happened? Nothing—no cracks, 
no crazes! It’s made of Duraclay, an extra- 
tough, vitreous-glazed earthenware. 

Crane developed Duraclay specially for 


hospital use. Splash its smooth, hard 
surface with acid. Scrub it daily with 
abrasives. It won’t stain or show wear. It 
won't pit, corrode or discolor. In service 
sinks, bath and laundry tubs it outper- 
forms even more costly materials. And 
exceeds the requirements of the U.S. De- 


AT THE 
HEART 
OF HOME AND 
INDUSTRY 


ALLE ES Ge 


CRANE 


VALVES AND PIPING 
ELECTRONIC CONTROLS 
PLUMBING 
HEATING « AIR CONDITIONING 





partment of Commerce. That’s why major 
hospitals approve it enthusiastically! 
Only Crane offers you Duraclay in your 
fixtures. For full information on Crane 
equipment for hospitals and institutions, 
see your architect or contractor. Or write 
Crane Co., Box 780, Johnstown, Penna. 
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The New 


OZIUM No. 2000 Air Sanitizer 


kills odors... 


@ Reduces 
Air-Borne Bacteria! 


® Removes Odors! 


® Removes Smoke! 
@ No After Odors! 


Prajna Cpprond 


MANUFACTURED BY WOODLETS INC., 2048 NIAGARA ST., BUFFALO 7, NEW YORK 





introducing the auttans 


Birger J. Rudquist, administrative 
assistant to the chief of staff, Vet- 
erans Administration Hospital, 
Palo Alto, Calif., 
stresses in his 
article begin- 
ning on page 44 
the need for 
close coordina- 
tion between the 
director of vol- 
unteers and the 
psychiatric 
nursing super- 
visor in plan- 
ning a success- 
ful program for volunteers in the 
psychiatric service. 

Mr. Rudquist has had 20 years 
of experience in the field of volun- 
tary services, beginning as a wel- 
fare and recreation officer in the 
Navy and continuing as a chief of 
special services with the Veterans 
Administration hospital system. He 
holds an M.S. degree from the 
University of Tennessee, Knoxville, 


MR. RUDQUIST 





and a law degree from the Oak- 
land (Calif.) College of Law. 

Mr. Rudquist is director of the 
volunteers section, Association of 
Western Hospitals and a fellow of 
the American Recreation Society. 
He has also been national chair- 
man, recreational therapy section, 
American Society for Health, Phys- 
ical Education and Recreation, and 
chairman of the medical recreation 
section, California Recreation So- 
ciety. 


Doris Johnson, Ph.D., director of 
dietetics, Grace-New Haven 
(Conn.) Community Hospital and 
assistant professor, department of 
public health, School of Medicine, 
Yale University, suggests ways to 
foster closer cooperation between 
the therapeutic dietitian and other 
members of the hospital profes- 
sional staff in an article beginning 
on page 87. Dr. Johnson received 
her B.S., M.S., and Ph.D. degrees 
from the University of Wisconsin 





e TIMESAVERS 


GEERPRES MOPSTICKS 


e WORKSAVERS 


e FLOORSAVERS 


Exclusive Geerpres design eliminates wing nuts, chains, 
clamps, etc., that can tangle mop strings or injure 
floors and furniture. Foolproof spring yoke feature 
holds mop securely yet lets you change mop heads 
quickly and effortlessly. 

Geerpres mopsticks are available with wood, metal or 
vinyl-covered metal handles in three different lengths. 


GEERPRES WRINGER, INC. 


P.O. BOX 658 MUSKEGON, MICHIGAN 





and has been a research assistant 
in the department of home eco- 
nomics at the university. Other 
previous positions include, dieti- 
tian at St. Joseph’s Hospital, Mil- 
waukee, dieti- 
tian for the 
Wisconsin State 
Sanatorium, 
Statesan, dieti- 
tian for the Vet- 
erans Adminis- 
tration Hospital, 
Hines, Ill., and 
ward supervisor 
and teaching di- 
etitian, Presby- 
terian Hospital, 


DR. JOHNSON 


New York City. 

Dr. Johnson, immediate past 
president of the American Dietetic 
Association, has long been active 
in ADA affairs, having served as 
chairman of the diet therapy sec- 
tion of the association and of sev- 
eral other ADA committees. She is 
also a past president of the Con- 
necticut Dietetic Association and 
past vice chairman of the Connecti- 
cut Nutrition Council. 


E. C. Bramlett, administrator of the 
Mobile (Ala.) Infirmary, discusses 
the hospital’s new student nursing 
education and 
residence facili- 
ty in an article 
beginning on 
page 49. 

Mr. Bramlett 
joined the Mo- 
bile Infirmary 
as business 
Manager and 
assistant admin- 
istrator in 1949 
and was named 
administrator in 1959. Prior to this, 
he had nine years experience in 
industry and with the Navy. He 
is currently director of the Ala- 
bama Hospital Association and 
served as president of the associa- 
tion from 1959 to 1960. Mr. Bram- 
lett has also served as director of 
Blue Cross-Blue Shield of Ala- 
bama since 1950. He was president 
of the South Alabama Hospital 
Council from 1955 to 1957. 


MR. BRAMLETT 
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NEW PILLOW SPEAKER 

WITH REMOTE CONTROLS PUTS 
SERVICE...SECURITY...ENTERTAINMENT 
AT PATIENT’S FINGERTIPS 


Executone’s advanced engineering—and thorough 
knowledge of hospital problems—has produced 

this remarkable multi-purpose pillow speaker. The 
new unit is an audio-visual nurse-call cord set... 
a high-quality sound reproducer . . . radio station 
and TV channel selector . . . and volume control— 
all in one. Check these unique features: 


@ Eliminates the expense and clutter of individual radios. Brings 
entertainment from one central source. Patient may choose any one of 
five channels of AM or FM broadcasts, recorded music, chapel services, etc. 


@ Separate TV control provides simplest possible channel selection. 


@ Reception is clear, uniform, static-free. Patients in adjoining beds are 
free to choose radio or TV programs independently, without interference. 
0 : . Patients who prefer to sleep or read are not bothered. 
FROM Wy @ Nurse call button—and selector buttons—have durable palladium 
EXECUTONE: \ contacts of special design, for utmost reliability. 
@ Sturdy housing has high resistance to shock and moisture; can be 


A REVOLUTION } |) eile stefan’. 


IN BED-CARE j @ All patient-nurse conversations utilize the separate wall station, to 
assure clear uninterrupted voice communication at all times. This 
S$! ultra-sensitive unit can monitor even the faintest sounds in a patient's 
f 4 room... can’t be fouled or disengaged. 


@ Foolproof volume control affects only entertainment; does not alter 
patient-nurse communication level. 

@ Bed clamp cannot be removed or lost. . . will not stain or damage linens. 
@ Entire cord-set is instantly removable . . . can be freely interchanged 
with other specialized Executone cord-sets (geriatric, explosion-proof, 

etc.) If the plug is accidentally pulled out, nursing personnel is 
automatically summoned. 


@ Wall station lights assure patient of proper call registration and 
maintenance of his privacy. 


ADVANCED EXECUTONE SYSTEMS FOR NEW AND EXISTING HOSPITALS 


Audio-Visual Administrative Doctor’s Register Sound Distribution 
Nurse Call Systems Communications and Message Center Systems and Paging Systems 


a es ee ee ee a ee eee ee ee eee ee ee ee ee ee 
For detailed information, write to: 
Executone, Inc., 415 Lexington Avenue, Dept. H-5, New York 17, N.Y 


Name 


Lrecilome 2 


Address 
COMMUNICATION and SOUND SYSTEMS In Canada: 331 Bartlett Ave., Toronto 
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Pre-lubricated, anatomi- 
cally correct 2-inch recs 
tal tube avoids injury 


Check valve regulates 
flow 


4% fl.oz. of precisely 
formulated solution pro- 
vides quick, thorough 
cleansing without pa- 
tient discomfort 


Compact squeeze bottlé 
unit —no loose or mov- 
ing parts 


EVERYONE 
IS HAPPIER 
WITH 


FLEET ENEMA 
because it’s as easy as 1 & 2 wf = 


‘y FLEET ENEMA 


READY-TO-USE SQUEEZE BOTTLE 
C. B. FLEET CO., INC. Lynchburg, Va. 


1. Ready to use . . . no prep- 


aration necessary... just 
remove protective cover 





Ee Fae 


2. Easy to administer . . . by 
nurse or patient... takes less 
than a minute... just squeeze 
bottle with one hand 





bie : 
3. Disposable ...simply dis- 
card unit after use... 
eliminates cleanup and 
sterilization 


100 cc. contains: 16 Gm. sos 
dium biphosphate and 6 Gm. 
sodium phosphate in 4%- 
fl.oz. squeeze bottle. Pediatric 
size, 2% fl.oz. Also available: 
Fleet Oil Retention Enema, 
4%4-fl.oz. ready-to-use unit 
containing Mineral Oil U.S.P. 
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comforting, beneficial — so easy to apply ! 


AREN MASSAGE LOTION 


You know this massage lotion is good for your patients ! 
Because Aren with hexachlorophene soothes and refreshes 
as it reduces and controls bacterial flora of the skin. 
Aren Lotion is a chemically pure formula with a 
soft, creamy texture. It has special penetrating and 
cooling effects so comforting to patients . . . alleviates 
chapping, sheet burns, prickly heat. Smells good, too 
— mild fragrance is pleasing to men and women. 
And, it’s so easy to apply! An unbreakable, 
squeeze-type bottle dispenses just the right amount 
for effective back and body rubs. 
Aren Massage Lotion is available in stock 
printed bottles or personalized with your hospital 
name and picture. Write for complete information 
— or talk to your Will Ross, Inc. representative. 


* 
+ 

WwW i L L : General Offices: Milwaukee 12, Wis, 
° Atlanta, Ga. @ Baltimore, Md. 


es; oO 4 ne a * Cincinnati, Ohio ¢ Cohoes, N. Y, 


* Dallas, Texas ® Minneapolis, Minn, 


5 ca Cc o Ozark, Ala. @ Seattle, Wash. 
* 


‘PRODUCTS YOU CAN TRUST FROM PEOPLE YOU K 
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GOOD REASONS WHY SURGEONS 
ASK FOR B.F.GOODRICH SURGIDERM GLOVES 


. Tissue Thin, a unique Anode process forms a single layer from pure liquid 


latex. No heavy spots at finger tips; uniform gauge throughout. 


2. Stronger, no multiple layers or weak spots between fingers. Tests show 36% 


more strength than rubber cement gloves, 67% stronger after 10 sterilizations. 


. More Flexible, less tiring. As much as 50% softer than regular gloves, 25% 


less energy needed to flex fingers. Store safely for months without deterioration. 


. Perfect Fit, with comfortable forearm, long wrists, full back, tapered fingers. 


B.EGoodrich 





hospital and surgical supplies 


Write Hospital and Surgical Supplies Department, The B.F.Goodrich Company, Akron 18, Ohio. 
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This man can help you design a Patient-Safety Program 
to fit the exact needs of your hospital. 


Above is the ‘‘backbone”’ of a Patient-Safety especially for hospital use, provide the flexibility 
Program. ..anexperienced Huntington represent- to meet the aseptic requirements of every hos- 
ative and 108 high quality sanitation products. pital. Turn the page and read how Huntington 
His experience and these sanitation specialties, can help you prevent hospital-acquired infection 
developed by Huntington’s research laboratories in your hospital. " 


HUNTINGTON 


.. Where research leads to better products ye 


Capwecnce 
HUNTINGTON @® LABORATORIES © HUNTINGTON, INDIANA -« Philadelphia 35, Pennsylvania « /n Canada: Toronto 2, Ontario 





The Huntington 
Patient-Safety 
Program 


How to prevent infection from originating in the hospital. 
That’s the problem. Many hospitals are solving it by returning 
to old-fashioned attitudes toward cleanliness in every depart- 
ment combined with the use of modern, efficient aseptic prod- 
ucts. And they are adopting the basic principles of a Patient- 
Safety Program to set up a common-sense plan-of-attack 
against resistant Staph. and all other infectious agents. 


This practical program features: 


@ More than 100 Huntington products that will effectively 
help combat the spread of infection from the admitting office 
to the O.R. suite, the nursery, everywhere in the hospital. 


@ An intelligent Huntington representative to help you plan 
the program to meet your specific needs. Individual hospital 
aseptic problems differ because of variations in layout, in func- 
tion and in use. The job of the Man behind the Huntington 
Drum is to select the right Huntington product or products 
for your hospital. He will show you how to efficiently and ef- 
fectively use these products to destroy bacteria on all surfaces. 


@ An experienced Huntington representative whose advice and 
suggestions will greatly assist you while building and maintain- 
ing your Patient-Safety Program. His experience in the hos- 
pital aseptic control field averages 19 years. 


@ A company that completely backs up its men and products 
with research laboratories that place quality above all else. For 
over 41 years, these laboratories have been enforcing rigid con- 
trol over the Huntington manufacturing processes. 


Call or write today. Get more details on the Huntington Patient- 


\ Safety Program. 


\ 
\ \\Consider these products for your Patient-Safety Program: 
\ 


\ 
, @ SPAL CONCENTRATE SOAPLESS DETERGENT ...AN ALL- 
\ PURPOSE CLEANER -« Spal is a heavy duty, synthetic, all-purpose deter- 
\ gent. It is listed by Underwriters’ Laboratories as safe to use on conductive 
\ floors. Spal thoroughly cleans all surfaces, including walls, woodwork, metal, 
rubber, glass or plastic. It is also an excellent wax remover. 


\ 

@ NEW CONTRAST FLOOR POLISH - Contrast is a colorless liquid 
polish that will not discolor even pure white floors. For use on all hospital 
floors except conductive. Excellent for heavy-traffic areas, as it will not 
black-mark or scuff. Slip-resistant and water-resistant. Easy to maintain. 
Buffing is not necessary. 


HUNTINGTON 


. . . Where research leads to better products 





HUNTINGTON @ LABORATORIES 
Huntington, Indiana 





O Please send me the free booklet, ‘A Sugested Plan for Infection 
Control in Hospitals.” 


0) Send data on Spal Concentrate soapless detergent. 
0) Send more information on Contrast Floor Polish. 
( Have your representative call for an appointment. 


“=== ADDRESS 














> CALIFORNIA HOSPITAL ASSOCIATIONS 
ISSUE JOINT STATEMENT ON MERGER— 
The California Hospital Associa- 
tion and the California Osteopathic 
Hospital Association have issued a 
joint statement announcing their 
desire for unification. 

The statement was drawn up “in 
view of the impending amalgama- 
tion of the medical and osteopathic 
professions in California’’, 

“It is the intention of the Cali- 
fornia Ostepathic Hospital Associ- 
ation to encourage its members to 
seek membership in the California 
Hospital Association; and converse- 
ly, the California Hospital Associa- 
tion will offer membership to for- 
mer osteopathic hospitals which 
meet established criteria,’ the 
statement read. 

Applications will be received by 
the California Hospital Association 
three to four months in advance of 
the date set for conferring M.D. 
degrees on osteopaths, the state- 
ment continued. It stated that an 
effort will be made to conclude in- 
vestigation necessary to establish 
membership qualifications in ad- 
vance of this date, and to notify 
individual hospitals of the action 
taken on their application concur- 
rently with the change in medical 
staff status. Hospitals accepted for 
membership in the California Hos- 
pital Association will terminate 
membership in the California Os- 
teopathic Hospital Association. 

According to the statement, a 
liaison committee representing 
both associations will be appointed 
to facilitate the merger. 


» CHICAGO HOSPITALS AID EXPLOSION 
victiMS—For the second time in 
less than three years, hospitals on 
the Northwest Side of Chicago ad- 
ministered emergency aid to vic- 
tims of a major disaster. 

On October 18, an overheated 
mixing tank in a cosmetics plant 
touched off one of the severest ex- 
plosions in Chicago’s history. More 
than 250 injured, most of them em- 
ployees of the nearby Zenith Ra- 
dio Corp. plant, were given aid at 
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10 hospitals in the area. 

According to Howard F. Cook, 
executive director of the Chicago 
Hospital Council, much of the ef- 
ficiency exhibited by hospitals dur- 
ing the disaster can be attributed 
to the intensive review of disaster 
problems conducted by these hos- 
pitals following the fire at Our 
Lady of Angels School three years 
ago. (Details p. 105) 


> SYMPOSIUM ON MEDICAL CARE AND 
HOSPITAL COSTS HELD IN CHICAGO— 
The public must be taught that 
“medical services should be used 
but not abused’, a spokesman for 
the insurance industry told a group 
of businessmen attending an IIli- 
nois Chamber of Commerce sym- 
posium on ‘‘Medical Care and 
Hospital Costs”, on October 19 in 
Chicago. 

The symposium was part of the 
43rd annual meeting of the Illinois 
State Chamber of Commerce. 
Among the other members of the 
five-man panel were Ray E, Brown, 
vice president in charge of admin- 
istration, University of Chicago 
Clinics, representing hospitals; 
Walter J. McNerney, president, 
Blue Cross Association, speaking 
for nonprofit plans; Leonard W. 
Martin, Ph.D., director, depart- 
ment of economics research, Amer- 
ican Medical Association, repre- 
senting physicians. (Details p. 108) 


p REPORT FROM WASHINGTON—A 
budget cut of nearly $102 million 
in the current fiscal year has been 
ordered for the Department of 
Health, Education, and Welfare. 
The action, taken by Abraham A. 
Ribicoff, HEW Secretary, was dis- 
closed November 1, within a week 
of President John F. Kennedy’s 
order for ecomony in government 
spending. Exact details of the cuts 
were not immediately made known, 
but it was disclosed that the big- 
gest reduction would be $76.8 mil- 
lion in Public Health Service funds. 
It was not stated whether Hill- 
Burton activities would be affected. 
Other reductions are scheduled for 


the Food and Drug Administration, 
the Office of Vocational Rehabilita- 
tion and the Social Security Ad- 
ministration, 

®@ The possibility of another doc- 
tor draft within the next few 
months is foreseen by Selective 
Service officials. Early in October, 
the Department of Defense asked 
Selective Service for a draft of 495 
doctors. Subsequently the Depart- 
ment of Defense ruled that it would 
not call up involuntarily any doc- 
tors who have had 21 or more 
months of active duty and are in 
the ready reserve but not in pay 
status. A Selective Service spokes- 
man stated that hospitals which, 
barring a graver national emergen- 
cy, wish to be sure of keeping their 
residents, should accept only those 
who are either Berry Plan partici- 
pants or have completed their mili- 
tary service. 

@A recent report by a special 
advisory group to William L. 
Mitchell, Commissioner of Social 
Security, recommended that long- 
range research in the field of hu- 
man resources and social welfare 
be the responsibility of the Social 
Security Administration. Among 
the specific recommendations of the 
advisory group were: (1) the es- 
tablishment of a special staff unit 
within the commissioner’s office 
with major responsibility for such 
research and (2) the strengthening 
of the Social Security Administra- 
tion’s statistical and program-re- 
lated studies, giving more attention 
to the needs of existing and po- 
tential consumers of its research 
and statistics. (Details p. 102) 


> CHANGES IN ILLINOIS SALES AND USE 
TAX AFFECT HOSPITALS—The [Illinois 
Department of Revenue has ad- 
vised the Illinois Hospital Associa- 
tion that sales to patients of items 
from the hospital gift cart or shop 
are considered to be taxable on the 
ground that the department does 
not consider this type of item to be 
a necessary part of the furnishing 
of hospital service. 

In a comprehensive, restatement 
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of the tax situation in Illinois as af- 
fecting hospitals, the hospital asso- 
ciation stated that in general, not- 
for-profit hospitals which qualify 
as being organized and operated 
“exclusively for charitable pur- 
poses” are exempt from paying 
sales and use taxes on purchases; 
that all such charitable nonprofit 
hospitals are exempt from collect- 
ing sales and use taxes on any 
charge made to their patients for 
services and materials incident to 
their care, and that government 
hospitals and their patients are 


construed as being within the ex- 
emption (this category includes 
state, district, city, township and 
county hospitals). 

The revenue department recent- 
ly announced that rummage sales, 
bake sales or dinners given occa- 
sionally by charitable organiza- 
tions, where merchandise or food 
are donated by or prepared by 
members of the selling organiza- 
tion, and where the entire proceeds 
go to a charitable institution, will 
be exempt from tax. This exemp- 
tion does not cover thrift or “white 





Proven in World War 2 


as the life line for 
blood plasma... 


PURE 
LATEX 


TUBING 


Now... 


the supply line for 
liquids, slurries and 
gases in hospitals 
and laboratories 
the world over 


Meets Federal Specification ZZ-T831b 


RUBBER LATEX PRODUCTS, INC 


CUYAHOGA FALLS 


OHIO 





elephant” shops, which are con- 
sidered continuing activities. 


> HEW SECRETARY TALKS ON PENDING 
BILLS—HEW Secretary Ribicoff is 
one of the cabinet members on the 
Administration teams talking at 
White House-sponsored regional 
conferences in November. The pur- 
pose of the meetings is to explain 
to the public at nonpartisan ses- 
sions the legislation enacted by the 
1961 Congress and the bills pend- 
ing which are supported by the 
Administration. Prominent among 
the latter is the bill proposing an 
aged health care program financed 
through the social security system. 
It will be discussed by Secretary 
Ribicoff when he makes his final 
appearance in this series of regional 
conferences. It is scheduled for 
November 21 at Los Angeles. 


> INSTITUTE SERIES IN KENTUCKY STRESSES 
HOSPITAL-BLUE CROSS PARTNERSHIP— 
More than 220 hospital and Blue 
Cross representatives traveled ap- 
proximately 1100 miles recently to 
attend four regional institutes in 
Kentucky. Meetings were held on 
successive days during the week of 
October 6 in Hazard, Lexington, 
Louisville and Hopkinsville, Ky. 

The program, which emphasized 
the hospital-Blue Cross relation- 
ship, was designed to implement 
the objectives of the partnership 
as approved by the Board of Trus- 
tees of the American Hospital As- 
sociation on Nov. 18, 1960. 

Homer D. Coggins, president of 
the Kentucky Hospital Association, 
was chairman of the four sessions. 
Others participating were D. Lane 
Tynes, president of the Blue Cross 
Hospital Plan in Kentucky; E. W. 
Horgen, chairman of the Kentucky 
Hospital Association Council on 
Hospital Service Plans, and Hiram 
Sibley, associate secretary, Council 
on Blue Cross, Financing and Pre- 
payment of the American Hospital 
Association. 

The Kentucky Hospital Associa- 
tion Council on Hospital Service 
Plans and Kentucky Blue Cross 
representatives are also conducting 
programs in the Kentucky Hospital 
Association conference areas to in- 
form members of the problems 
faced by the voluntary hospital 
system and Blue Cross. 
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has always offered 
sureness of identification, with the greatest com- 
fort to your patients. Now, its finger-pressure 
Clip-Seal makes Ident-A-Band easier than ever to 
apply. Just press the clip and it's sealed—per- 
manently sealed, with the important identifying 
information locked inside. The band itself is the 
same—skin-soft, slender for added comfort, safe in 


has been worn 


Sak cane end teeters of of Ineeenl 
patients. @legiccred ; ir of | . Inc. 





!) 


water, yet so tough it will not stretch off a wrist. 
It must be destroyed to be removed. That way you 
know it can't be put on someone else, either acci- 
dentally or on purpose. The Clip-Seal is easy. It’s 
secure. And it comes only with Ident-A-Band, the 
proven way* to positively identify your patients. 
Evaluate Ident-A-Band and decide for yourself. 


7. _JHoLustere 


INCORPORATED 


833 N. Orleans St., Chicago 10— In Conado, Hollister Limited, 160 Bay St., Toronto 1 














and it’s 





Right from the beginning... 


The right time to identify a patient is right away. The right 
place is the Admitting Office. The right method is Ident-A-Band. 
Result: The assurance of being right .. . right from the beginning. 


Ident-A-Band 


made only by 


Hollister Incorporated, 833 N. Orleans St., Chicago 10, Ill. in Canada, Hollister Limited, 160 Bay St., Toronto 1 4 Holster: 








acouedstahion 


Auoblems 


KENNETH B. BABCOCK, M.D. 


Should all medical charts be sum- 
marized? 


All medical charts should con- 
tain summaries except the follow- 
ing: 

1. Cases of a minor nature in 
which the patient is in the hospital 
less than 48 hours. On these cases, 
such as patients in the hospital for 
tonsillectomies and adenoidectom- 
ies, cystoscopies, overnight ob- 
servation, or minor accidents, most 
hospitals use a “‘short form”, which 
of itself is a summary. 

2. Normal newborn infants. 

* * - 

Does the Joint Commission have any 
specific recommendations concerning 
identification of patients before they 
are given medications, are taken to the 
operating room, etc.? 


Yes, definitely. In such cases we 
recommend that every patient be 
identified verbally and physically. 
The physical identification should 
be on the patient’s person and 
should be such that it cannot be 
lost, destroyed, or removed by the 
patient. The commonest form in 
use is the plastic wristband. 

* * x 

May we utilize graduates of osteo- 
pathic medical schools as interns, resi- 
dents, or paid house officers? 

At the present time, no. 

* * * 

Our hospital is preparing for our 
first survey for possible accreditation. 
How far in advance should we apply? 


Are there special application forms to 


fill out? 


Application should be made as 
soon as you feel you are ready for 
the survey. \ period of from sev- 
eral months to a year may pass 





This material has been prepared by the Joint 
Commission on Accreditation of Hospitals, Dr. 
Kenneth B. Babcock, director. Questions should 
be sent to the Commission, 200 E. Ohio St., 
Chicago 11, Ill., or to HOSPITALS, J.A.H.A., 
for referral to Dr. Babcock and his staff. 
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Summaries of medical charts 


Patient identification 
Osteopathic graduates 


Application for accreditation 
survey 


Photographs of newborns 


@ Greatest weakness in 
hospitals 


before you are visited. Survey 
schedules are of necessity made up 
several months in advance. The 
surveyor visits all hospitals in one 
state requiring surveys, after which 
that state is not revisited until the 
following year. Because of poor 
traveling conditions in the North 
during the winter months, hospi- 
tals in southern states are usually 
surveyed during the first three 
months of the year. The following 
example shows how far in advance 
application for accreditation may 
need to be made. If a hospital in 
Florida applies for a survey in 
January or February, an accredit- 
ation survey will not be scheduled 





Build hospital 
good will 

at no cost with 
evenflo 
take home 
formula plan 


Mothers appreciate the convenience of 
a full day’s supply of formula ready 
to use when they face their first day 
at home. You can provide this good- 
will service at a saving to them—and 
to your hospital—with Evenflo’s Take 
Home Formula Plan. 

e Simply offer mothers 6 filled Even- 
flo Nursers in a convenient carry- 
out carton—at the same price they 
would pay for the empty nursers. 

e Purchase the nursers, complete with 
bottle, patented Nipple, cap and 
disc, at hospital rates and your gift 





until the following year. Do not 
wait. Apply when ready. There are 
no special application forms. 
* * + 
Does the Joint Commission object 
to the photographing of newborn in- 
fants in the nursery? 


No, we do not. We do object, 
however, when strict nursery tech- 
nique is not followed during pho- 
tographing. It is not a question of 
the photograph being taken, but of 
a possible break in technique when 
it is made. Photographs should 
not be used by the hospital as a 
means of identifying infants. 

aa * * 

What would you say is the greatest 
weakness in our hospitals today? 

There is only one answer to this 
question. The greatest weakness 
in our hospitals today is the lack 
of a good system for assessing the 
quality of care given patients in 
each hospital. In other words, the 
greatest need is for a system by 
which a responsible organized 
medical staff in a hospital may 
evaluate by objective measures the 
care given patients. 








shop or hospital auxiliary benefits. 
¢ Special order forms for mothers to 

fill out are supplied to you. 
In addition, you are supplying mothers 
with the nurser they are most likely to 
select themselves—Evenflo Nursers— 
used by more mothers than all other 
nursers combined . . . according to inde- 
pendent surveys. 

For further information, see your local 
Evenflo distributor, or write Evenflo 
Ravenna, Ohio. 


evenflo’ 


RAVENNA, OHIO 
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ope sterilizers shown on these pages embody nearly 70 
years of investigation dedicated to the development of 
ever-new and better hospital techniques and equipment. 

In serving the phenomenal strides of medical science, the 
American Sterilizer Company is honored to have pioneered | 
virtually every advancement in the field of sterilization 
during the 20th Century. 

The modern sterilizers presented here are tangible evidence — 
of but a few Amsco achievements in the area of advanced 
hospital sterilizers for the 60’s. Each in its own way is 
supremely efficient . . . possesses great speed and versatility 
with the dependability expected of Amsco. 

Yet . . . tomorrow Amsco’s research facility will yield new 
techniques and new equipment for hospitals in every 
country of the free world. For our dedicated purpose is 
constantly to seek the better way. 

Illustrated brochures are available on all Amsco 
Sterilizers for the 60’s. Write for the copies you would like, iliiaiaeae : 

VACAMATIC HIGH-SPEED 
CENTRAL SERVICE STERILIZERS 
® International Amsco Subsidiaries: pre-and post-vacuums with 275°F. steam 

AMSCO CANADA LIMITED — Brampton, Ontario, Canada cachine tarp bates 
AMSCO DE MEXICO — San Bartolo Naucalpan, Estado de Mexico 
‘© Handsome exterior 


AMSCO EUROP—Bruges, Belgium ; design. 
AMSCO M.S.A. LIMITED — East Grinstead, Sussex, England er a nt OO Me Rite 








world’s hospitals to new heights 
of patient protection in the 6O’s 


LABORATORY STERILIZERS 

® Cyclomatic and Isothermal 
Controls perform Inspissation, 
Pasteurization, Fractional 
Sterilization and Pressure 
Steam Sterilization procedures. 

® Ideal for processing heat- 
sensitive or heat-coagulable 
media and fluids. 

® Square chambers . . . recessed 
and cabinet mountings. 


COMBINATION GAS-STEAM 
CENTRAL SERVICE STERILIZERS 
* Ideal for sterilizing heat- or 

moisture-sensitive equipment and 

supplies. 
Dual, fully automatic controls. 

May be used 24 hours a day. 
© Adaptable to any ethylene-oxide 

mixtures. 


MODEL M. E. RECTANGULAR 
STERILIZERS 
@ Long recognized as the “workhorse” 
of Central Service. 
Ideal for solutions, dressings, 
utensils, instruments, milk formula 
and laboratory supplies. 
Fully automatic Cyclomatic Control. 
Also available as a utility M. E. with 
nameled exterior 


INSTRUMENT 
WASHER-STERILIZER 
For Sub-sterilizing Rooms or 
Central Instrument Clean-up. 
Choice of three automatic cycles: 
1, Wash and sterilize 
2. 3-min. sterilizing cycle at 
3. 7-min. ‘sterilizing cycle at 
250° F. 


© 117x11'’x24” chamber. 


World’s largest designer and manufacturer 
of Sterilizers, Operating Tables, 

Lights and related equipment and 
supplies for hospitals 


CRYOTHERM 
“COLD” STERILIZER 


® For “‘cold” gaseous steriliza- 
tion or heat- or moisture- 
sensitive materials, instruments 
and pre-packaged supplies. 

® Ideal for Urology, Surgery, 
Central Service, Pharmacy 
and Laboratory. 

® Cryoxcide gas supplied in 
16-pound cylinders, 


SQUARE PRESSURE STERILIZERS 
Designed for Surgical Supply, 

Milk Formula and Pressure Instru- 
ment applications . . . with minor 
modifications for each use, 

Square chambers increase load 
capacity. 

Fully automatic Cyclomatic 
Control. 














MATTRESS AND 
BEDDING DISINFECTOR 
® Especially designed for decon- 
taminating mattresses, 
blankets, pillows, bassinettes, 
incubators, etc. 
® Ample microbial factor to kill 
STAPH or the communicable 
disease pathogens. 
® Ethylene oxide sterilant for 
37”x46"'x88" vacuum- 
pressure chamber. 


CYLINDRICAL 

STERILIZERS 
Cyclomatic Control 
assures correct 
sterilizing cycle. 
Single or double 
wall chambers. 
Wide choice of sizes 

- « Open or recessed 
mounted. 
Economical initial 
cost. 


AMERICAN 


STERILIZ EM 
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LiQuil 


new! 
ECONOMY 


full 32 ounces—ideally suited for hospital use 
The clinically proven concept!” of measured calories and sound 
nutrition for safe, effective weight control is now available in a 
new “hospital-sized” economy quart. It saves 20% in cost with 
new convenience. Kach can contains 4 full glasses; serves 4 
individual patients. Requires no refrigeration until opened—no 
risk of spoilage, or loss of vital nutrients. No special handling or 
preparation is required, saving valuable personnel time. 

The economy quart is available in chocolate and vanilla flavors. 
Write for special hospital price list and literature. 

Metrecal Powder is also available in a variety of flavors in large 34%-Ib. cans. 


J. Clin, Nutrition 8:817-832 (Noy.-Dec.) 1960, (2) Tullis, I. F, and Allen, C. E.: Current Therap. 


References: (1) Roberts, H. J.: Am. 
Res. 9:152-159 (April) 1961. (3) Tullis, I. F; Allen, C. E., and Overman, R. R.: Simple Effective Weight Reduction: A Clinical Study, 


Scientific Exhibit, 6th Internat. Cong. Int. Med., Basel, Switzerland, Aug. 24-27, 1960. (4) Halpern, S. L.; Halpern, A. N., and White- 
Treatment of Overweight in the Chronically Ul, Scientific Exhibit, 110th Ann. Mect., A.M.A., New York, June 25-30, 1961. 
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(5) Antos, R. J.: Southwestern Med. 40 695-697 (Nov.) 1959. 


“4 Edward Dalton Co. 


Quality products from nutritional research 


MEAD JOHNSON & COMPANY 





B-D MULTIFIT 


Interchangeable Syringe 
cuts breakage, replacement costs 
and assembly time—every plunger 

fits every clear glass barrel 


B-D YALE 


Sterile Disposable Needle 
provides greater safety through 

new design features — sharper 
points, tamper-proof packages, 
protective sheaths, sure-grasp hubs 


gol 
gv 
a B-D 4f product 





BECTON, DICKINSON AND COMPANY 
RUTHERFORD, NEW JERSEY 





B-D, YALE, DISCARDIT and MULTIFIT are trademarks 





IS 

ELEVATOR 
MAINTENANCE 
COMPLEX? 


YESI It is an organization task requiring an unusual combination of 


skills. Plus a wide knowledge of parts, assemblies, functions, replace- 
ment procedures, testing and adjusting. Plus the availability of original 


replacement parts. Plus immediate local service in emergencies. 


© 
4 
VTEND® 


OTIS ELEVATOR COMPANY +: 260 ELEVENTH AVENUE + NEW YORK 1, N.Y. 
OFFICES IN 297 CITIES ACROSS THE UNITED STATES AND CANADA 


28 HOSPITALS, J.A.H.A. 
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: ELEVATOR 
- MAINTENANCE 
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Hospital planning guide 
Is the booklet titled “Elements of 
the General Hospital” still available? I 
believe it was published in the early 
1950's by the U.S. Public Health Serv- 
ice. We are starting to plan a new hos- 
pital and want to use it as a guide to 
planning the various departments. 


“Elements of the General Hospi- 
tal” is no longer being distributed 
by either the U.S. Public Health 
Service or the American Hospital 
Association. It served well for 
planners in the early 1950’s, but 
there are better materials now 
available which reflect changed 
hospital needs. 

We call attention to new infor- 
mation replacing the “Elements”. 
It is in pamphlet form for each de- 
partment, or element, of the hospi- 
tal. In this form it is easier to revise 
the guides as changes develop. This 
material is available from the Divi- 
sion of Hospital and Medical Facili- 
The answers to these questions should not be con- 


strued as being legal advice. Hospitals with jegal 
problems are advised to consult their own attorneys. 
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ties, U.S. Public Health Service, 
Department of Health, Education, 
and Welfare, Washington 25, D.C. 

—ROoGER MELLEM 


Hospital monograph series 


Would you please furnish informa- 
tion about the hespital monograph 
series of the American Hospital Asso- 


ciation? 


In reply to your letter request- 
ing information on the AHA hos- 
pital monograph series, the hos- 
pital monograph series covers a 
wide range of subjects in the hos- 
pital field. The books are priced 
from $1 up. As these books are 
now published on a regular basis, 
we now have what we call the au- 
tomatic mail-on-publication plan. 
That is, the book is sent to you, 
along with a copy of our invoice, 
at the time of publication. If, when 
you see the book, it is not of inter- 
est to you, you may return it to us 
for credit. 

—EDWARD C. PACHOLSKI 


Long-range planning 

We are seeking advice on several 

matters related to long-range planning. 

We are presently a 27-bed institution 
in a community of 3000. 


1. What is the most efficient size 
for a patient service unit in a small 
hospital? 


A patient care unit that can be 
comfortably handled out of one 
nursing station is usually consid- 
ered to be between 30 and 45 beds. 
However, where there are state 
regulations requiring a separation 
of obstetrics from the medical- 
surgical department, it is necessary 
to have more than one nursing sta- 
tion. 


2. How are the numbers of beds 
determined for efficient hospital op- 
eration? 


The appropriate number of beds 
can only be determined through an 
analysis of the use of the hospital 
by clinical department and then 
adjusting for trends in population, 





THE GOLDEN TOUCH 


Midas, king of the ancient Phrygians (ancestors of today’s 
Armenians) according to legend was granted his wish that 
everything he touch turn to gold. Catch? This proved to 
include his food. He nearly starved. He should have known 


But. . 
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that any promise of “instant money” would have a hook in it. 


In the past 38 years of our service to hospitals, we have 
occasionally had wistful thoughts of the Midas touch 
and what it would allow us to promise our clients. 
. though we occasionally lose “jobs” because of 
our unwillingness to make extravagant promises . . . 
we know that sound fund-raising is based on much 
experience and much hard work. 


. and, because our men are thoroughly 
experienced . . . in us 
and are truly dedicated to their work, HANEY 
ASSOCIATES is able, with uncommon consistency, 


hospital campaigning . 





to deliver more than was promised. 
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a <= . which, we believe, is as close as one can 
eo = safely come to the “golden touch.” 
Tomb of Midas, King of Phrygia, 


who turned to gold 
everything he touched. 


ASSOCIATES INC. 


797 WASHINGTON ST. DECATUR 2-6020 
NEWTONVILLE 60, MASSACHUSETTS 


CoNSULTATION 
on Your Funp-Raisinc PRoBLEM 
WitHovut OBLIGATION OR EXPENSE 


A MALL MARK OF 
ETHICAL FUND-RAISING 


ACCEPTED FOR LISTING BY THE AMERICAN HOSPITAL ASSOCIATION 
HOSPITALS, J.A.H.A. 





[Advertisement] 


Can you afford 


to give away 


As hospital costs mount, it is becoming increas- 
ingly evident that the beneficiaries of hospital 
services—the patients—must assume their fair 
share of the costs incurred. For this to occur, the 
hospitals must be able to account scrupulously, 
either to the patients or to the various prepaid 
hospital plans, for all services and medication. 


Old-style injections too complicated 


Because accounting and billing for medication 
withdrawn from multidose vials has been so diffi- 
cult and time consuming, many hospitals have 
virtually been forced to write off the cost of 
common injectables or, at best, to estimate them. 
Yet it is clear that few hospitals can afford to give 
away medication or to rely on estimates, which 
are often unacceptable by the prepaid plans. 


TUBEX lets you charge fairly 


The TuBex system provides individual, unitized 
doses of medication in tamper-proof cartridge 
form. It’s an easy matter to keep track of medica- 
tion dispensed and administered. You know just 
what each patient received, and precisely how 
much, And you can charge accordingly, with 
unassailable fairness. 
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medication ? 


The need to charge accurately and as completely 
as possible is being met by the TuBEXx system in 
more and more hospitals across the nation. Typical 
of the accolades the system has won is the follow- 
ing, excerpted from The Bulletin of the Parenteral 
Drug Association: 


The charge made to the patient should include all 
services rendered. When most of these services are 
built into the product by the supplier—guaranteed 
identified contents and dosage, guaranteed sterility, 
plus simplified record keeping and control—and in- 
cluded in a single purchase price paid to the supplier, 
there is no problem in justifying the charge to the 
patient. It is a charge that can easily be backed up by 
records, and it does not strain the credulity of any 
investigator.—Crohn, L.B.: The Bulletin of the Paren- 
teral Drug Association, p. 23, March-April, 1960. 


If you want to learn more 

Your Wyeth Territory Manager will be glad to 
give you all the details about the TuBEXx system. 
Or, write to Wyeth Laboratories, P.O. Box 8299, 
Philadelphia 1, Pa. 


TUBEX® Closed Injection System, Wyeth 
TuBEx®, Hypodermic Syringe, Wyeth 
TuBEx®, Sterile Cartridge-Needle Unit, Wyeth 





especially among the women of 
childbearing age and older peo- 
ple, age 65 and over. This can be 
done by drawing a curve showing 
the utilization of the hospital by 
each clinical department over the 
previous five years and then ex- 
tending the curve for the period of 
the next five years. This should be 
done separately for the medical- 
surgical department, the obstetri- 
cal department, and the pediatrics 
department. When it is possible to 
visualize hospital usage both in 


the past and the future, it is then 
possible to come to working deci- 
sions on a reasonable basis. 


3. How can the number of beds be 
related to a successful financial opera- 
tion? 


It is difficult to suggest any guid- 
ing principle that will insure that 
the size of the hospital is such that 
the hospital will have a successful 
financial operation. The basic con- 
siderations set forth in the two 
previous paragraphs, however, 





STIERINE 


Just break special seal, 
extrude roll aseptically, 


and_apply to patient. 


mM 


remove plastic sheet from interleaf, 


Two sizes: 
24” x 42” —Regular 
24” x 18” — Small 


As the final step in pre-operative skin preparation, adhere 
sterile Vi-DRAPE Film firmly to the patient’s skin with 
spray-on sterile Vi-Hesive® Adherant. This plastic 
bacterialbarrier molds to all contours, seals off the skin, 
presenting a sterile operative site. Anatomic areas difficult 
to disinfect and previously considered impossible to drape 
aseptically are isolated. Vi-DRAPE Film is impervious 


to bacteria, feces, and fluids... 


permits extending incision 


or making second incision without re-prepping or 
re-draping...eliminates skin towels and towel clips. 
Both the new STERILE Vi-DRAPE Film and the 
original NON-STERILE package are now available 
through your surgical supply dealer. 


AEROPLAST corporation station a—Box 1, Dayton 3, Ohio 


Originators of aids for improved asepsis 


Have you seen the color motion picture showing use of Vi- DRAPE Film 
in many anatomieareas? If not, why not send for scheduling 


information and literature? 


ee 
vi-orare® rim ano vi-nesive® aonerant ~ PATENTS PENOING 
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should be helpful in coming to a 
working understanding for future 
planning. 


4. What should be the relationship 
between private, semiprivate, and ward 
accommodations? 


The American Hospital Associa- 
tion no longer uses the terms, pri- 
vate, semiprivate and ward ac- 
commodations. Instead, the terms 
single bed and multiple bed accom- 
modations are used. In this regard, 
your basic question is how many 
single bed accommodations should 
the hospital have. Your answer to 
this again can best be found in the 
hospital records by reviewing to 
see how often a request comes in 
for this type of accommodation. 


5. How many hospital beds should 
be available per thousand of popula- 
tion? 


There is no established rate 
which ties the number of hospital 
beds to thousands of population. 
Instead, the procedure set forth in 
the answer to the second question 
above may be used. 


6. How many maternity beds should 
be available per thousand of popula- 
tion? 


The above statement also applies 
to maternity patients. 


7. What are the recommended toi- 
let facilities per bed? 


There should be a toilet in every 
patient’s room. 


8. How many beds can one nurse 
efficiently take care of? 


The number of patients that a 
nurse can care for depends upon 
how ill the patients are. For this 
reason, nursing is now divided into 
a team operation with a graduate 
nurse serving as captain and as- 
signing in accordance with their 
skills, practical nurses and nurs- 
ing aides, to patients with varying 
degrees of illness. Depending upon 
how patients are divided through- 
out the patient service floor, a 
nursing team should be able to care 
for about eight patients. In the 
evening and night shifts, however, 
this ratio will change; this is why 
it is suggested that a nursing sta- 
tion be related to a minimum of 
30 beds and a maximum of 45. 

—HIRAM SIBLEY 
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ADHESIVE provides NS skin irritation, 


minimum creep, no 


Completely usable from end to end. 10 
yards 1%” to 4”. 


surgical Aressings 
have proved best by test 


Sixt on 8x8" clon. 


co 


From raw cotton to finished product, 
all processing and packaging is done 
in our own plants, under rigid quality 
controls. in addition, a continuing re- 

n is conducted to provide 

res and ways of using 

‘or example, that’s why sponges 

oft and whiter, folds exact, and 
rbency higher. Test Marco dress- 

ae ies gciae lab and compare. 


ities. Firm fabric 
for wrinkle-free application, effective support, 


COTTON BALLS soft and firm, made of long- 
staple white absorbent cotton. Useful for 
perineal care, for prepping, as wipes and 
swabs (not sterilized). Five sizes—5" to 2". 





READY-CUT BANDAGE ROLLS sealed edges pre- 
vent thread ravelling. Flip-up flap on wrap- 
oe permits one- removal, controls un- 

rolling—selfsealing to keep bandage clean. 10 
yards long—all widths. 


Stick SPONGE all gauze, 44 x 36” mesh, ball 
shaped, in small, medium, large, machine 
made for complete uniformity in size. X-ray 
detectable element visible thru a full inch. 


"aa: ¥ o-¥- 10-3 cto es 


DIVISION OF HERMITAGE COTTON MILLS « 


“SERVING HOSPITALS EXCLUSIVELY” 





American’s 


PART LAG 


Press 


out-pertorms 


all others 
in every way 


it’s the fastest 2 


What head action! In closing, the initial movement, 
smooth snubbing and full pressure are combined in 
one fast, continuous sequence. Return from pressure 
through snubbing to full open is just the’same. This 
means production like you’ve never known. 


the smoothest £ 
DYNA-PAK gives the smoothest operation ever. 


And it’s quiet too! No noisy slamming or jarring, 
no loud, disturbing exhaust. DYNA-PAK is a real 
pleasure to work on. 


we 








the easiest to maintain € 


This unusual view shows why the DYN 
maintenance engineer’s dream. No tog 
levers or pivots to lubricate, adjust or re 
three mechanical operating elements (Y: 
Closing Cylinder, Sealed Power Unit), 
400 fewer parts than any other laundr 
can buy. 


7e easiest to use £ 


NA-PAK’S convenient, finger-touch push but- 
Dns instantly initiate the fast, smooth application 
of high, uniform pressure. No adjustments are ever 
necessary as hydraulic cylinder of Sealed Power Unit 
and unique “‘floating” head automatically compen- 
sate for different thicknesses of garments and vary- 
ing conditions of padding on the buck. 





— 
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the most productive g 


DYNA-PAK outproduces them all! No other laun- 
dry press has such instant response, such smooth, 
quiet, shock-free action. The high-speed DYNA- 
PAK helps operators make more money for them- 
selves and for you. 


In all types of laundries throughout the country, 
American’s DYNA-PAK Press is setting new, higher 
standards in production, quality of work, ease of 
operation, and day-in, day-out trouble-free service! 


Sher ere “ 
ete, 


See for yourself why the DYNA-PAK is ac- 
claimed by plantowners all over the nation-as the 
greatest laundry press development in years. Ask 
your nearby American representative to arrange a 
demonstration or mail the coupon for Catalog AK 


230-002. 


® 
merican 


AMERICAN LAUNDRY MACHINERY INDUSTRIES CINCINNATI 12, OHIO 


you get_more from 


AMERICAN LAUNDRY MACHINERY INDUSTRIES ALM-801 
CINCINNATI 12, OHIO 
Send Catalog AK 230-002 on the DYNA-PAK Press. 
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THIS YOUR HOME?” 
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ghinions and ideas 


Empty store windows 


used for safety exhibit oe %, Do 


Windows in an unoccupied store Children’s Hospital, Akron, Ohio, 
to display educational material on 





provided an opportunity for the 





NO. 44 1N A SERIES 


MISS PHOEBE 








You can reach new highs in hospital 
efficiency with Everest & Jennings 
chairs. Underneath that easy-to-clean 
triple-chrome finish is performance that cannot be 
imitated — construction that simply refuses 
to wear out. For wheel chair economy over 
the years, buy Everest & Jennings chairs today. 


Specify EVEREST & JENNINGS chairs 


for your hospital 
EVEREST & JENNINGS, INC., 
1803 PONTIUS AVE.,LOS ANGELES 25, CALIF. 


wv 
Semi-reclining-back model 
with elevating legrests is also 
available with detachable orms, 
swinging, detachable legrests 
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STATISTICS ON POISONING cases as well as 
a gallery of objects removed from child pa- 
tients were used in an exhibit on home 
safety provided for the windows of an un- 
occupied store by the Children’s Hospital, 
Akron, Ohio. 

safety for children. Answering a 
plea from the Akron Chamber of 
Commerce to improve the appear- 
ance of vacated stores in the down- 
town area, the hospital’s public re- 
lations department prepared an 
exhibit which was on view at the 
time of the national soap box 
derby. 

Part of the exhibit was a gallery 
of items which-had been removed 
from child patients, including coins, 
nails, fish hooks, little cars, thumb 
tacks and buttons. Statistics of the 
hospital’s poison control center for 
1960 were used in preparing charts 
which showed graphically the need 
for special precautions in caring 
for children in certain age groups 
and in certain areas of the home. 

The fact that even such an un- 
likely substance as brake fluid 
figured in an accidental poisoning 
case illustrated the need for watch- 
fulness in the garage as well as in 
such areas of the home as the bath- 
room and the kitchen. Statistics 
provided a clue as to which of the 
two sexes is more venturesome and 
requires greater vigilance; ap- 
proximately two-thirds of the 850 
cases occurred in male children. ® 


‘Dietitians’ dictionary’ 
wins Idaho idea contest 


A recommendation that each pa- 
tient entering the hospital be given 
a copy of a Dietitian’s Dictionary 
containing brief appetite-provok- 
ing explanations of menu items 
won the first prize in Idaho’s Sec- 
ond Annual Search for New Hos- 
pital Ideas. 

This prize was awarded to the 
originator of this idea, Harold W. 
Booth, food service worker, die- 
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Good 
F all hands 


handy, 
disposable, 
moist 


ZEPHIRAN 
TOWELETTES 


hew antiseptic 
skin cleansing tissues 


Zephiran Towelettes cleansing tissues are impregnated with Zephiran chloride 1:750. They are welcomed by 
hospital personnel as well as by patients. Towelettes provide a handy, pleasant, antiseptic and deodorizing 
cleansing without the use of water. Inside each individual foil envelope is a conveniently large, moist Zephiran- 
impregnated disposable tissue — ready to use anywhere, any time. 





EASY TO OPEN ° EASY TO USE 
Available in boxes of 20 and 100. 


Towelettes contain Zephiran chloride (brand 
of refined benzalkonium chloride) in an 
effective antiseptic concentration, perfume, 
chlorothymol and alcohol 20 per cent. 
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Hospital and Medical Uses: For bedside cleansing to reduce nursing care and time. 
For patients’ use before and after meals. For patients after use of the bedpan. For 
cleansing of nursing mothers’ hands before handling the baby or breast. For cleansing 
of patients before and after gynecologic examination. For routine antiseptic skin 
cleansing of patients following operations such as colostomy, prostatectomy, hemor- 
rhoidectomy. For refreshing cooling cleansing of patients with fever, headaches, etc. 
For first-aid antiseptic cleansing of minor cuts, abrasions and burns. For patients with 
acne to cleanse the skin during the day. In the doctor’s bag for house calls, for use 
in ambulances, etc. 

General Uses: In the home, in the hospital, in the office, while traveling, when caring 
for children and during sports — for a quick fresh-up any time. 


LABORATORIES ¢ New York 18, N. Y. 


Zephiran (brand of benzalkonium, as chloride, refined), trademark reg. U.S. Pat. Off 





tetic service, Veterans Administra- 
tion Center, Boise, at the recent 
Annual Banquet of the Idaho Hos- 
pital Association. The Dietitian’s 
Dictionary, a mimeographed book- 
let, contains definitions of menu 
items grouped according to their 
order in the meal, from appetizers 
to desserts. 

The committee of four judges se- 
lected the winning entries on the 
basis of originality of the idea and 
its usefulness in saving time and 


money. The judges attempted to 


choose ideas that would be of value 
to all hospitals. 


CALL SWITCH FOR PARALYTICS 


A pressure switch to replace the 
conventional call bell systems for 
patients who have upper muscular 
paralysis won second place in the 
Idaho contest. This switch was de- 
vised by W. C. Hibbard, chief en- 
gineer, St. Joseph’s Hospital, Lew- 
iston, and costs approximately 50 
cents to make. Supplies needed to 
make it include a piece of scrap 





NEW! 


Saves Weight, 
Cost and Space 


McKesson Compact VALOR TENT 


Vital and timely for the profession is this newly developed VALOR tent, 
designed for maximum efficiency, light weight and low cost. Compare 
these features with those of any equipment you now use: 


@ Hermeticaliy sealed air condi- 
tioning unit. 


@ Compressor unit operates con- 
tinuously. 


@ Streamiined steel cabinet only 
18” x 21” x 35”. 


@ Aluminum evaporator colis pro- 
vide maximum cooling efficiency. 


@ Evaporator container of fibre 
glass non-toxic plastic. 


@ Noiseless, high capacity motor 
for ventilation unit. 


@ Vinylite canopies with three zip- 
per openings. 


@ Canopy supports adjustable for 
any type bed or crib. 


Prices from $550. Also available, high humidity attach- 
ment #1179, $85. See your McKesson dealer, or write to us. 


Division of 


AMERICAN CRYOGENICS, INC. | 


2228 Ashiand Ave., Toledo 10, Ohio 








DEFINITIONS OF MENU ITEMS 
Selected from the Dietitian’s Dictionary 


Ground Beef Shortcake 
The biscuit makes you eat up the 
last drop of gravy. 


Hawaiian Ham 
Given that exotic flavor by a pine- 
apple glaze. 


Porcupine Meat Balls 
It’s the rice inside that gives it the 
prickly touch. 


Pronto Pups 
Frankfurters on a stick, dipped in 
batter and fried. 


Sweet Potato Casserole 
Pineapple makes it sweet; marsh- 
mallows make it fluffy. 


Blushing Pear Salad 


The touch of pink, not embarrass- 
men., makes the blush. 


Calico Salad 


Red and green cabbage, plus car- 
rots, trimmed with chopped eggs. 


Chef's Salad 
He keeps his secrets well. 





wood, measuring 24% x 4 inches; 
two elevator contact fingers; one 
2-inch hinge; an adjusting bolt, 
and a spring for required tension. 
This switch can be adapted with 
pull cords, so that a rolling of the 
patient’s head or arm will activate 
the signal. 

Third prize in the contest was 
awarded for an idea to provide a 
nickel-plated handrail by toilet 
stools in bathrooms to assist el- 
derly or weak patients. Charles 
Mylander, orderly in St. Luke’s 
Hospital, Boise, originated this 
idea, which helps to prevent fall- 
ing and gives the patient a sense 
of security. 

Honorable mention was awarded 
for the following two ideas from 
personnel at the Sacred Heart Hos- 
pital, Idaho Falls: 

—protective slippers made from 
newspapers for patients who have 
no slippers, originated by Sandra 
J. Coburn, student practical nurse. 

—use of woolen or cotton caps 
and mitts on infants in croup tents 
for any length of time in order to 
keep them warm, originated by 
Donna F. Jensen, practical nurse. ® 
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The new Starline Super-60 Series by the originators of modern Ether-Vacuum 
equipment. Send for portfolio of complete descriptions and specifications. 


VMUELLER & CO. 


Fine Surgical Instruments and Hospital Equipment Since 1895 
330 S. Honore St., Cuicaco 12, Itt. * ANAHEIM, Cat. * Datias * Houston * Miami, FLA. * RocHEsTeR, MINN. 
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Toy WX WASHER- 


EXTRACTOR-CONDITIONER 


“TROY electronically-controlled equipment is the heart of our 
laundry room,” reports Laundry Manager Frank Ivey of Me- 
morial Hospital of Long Beach. “We have a 53,000 pound 
weekly laundry. TROY saves us time, space and labor costs. 
For example, the TROY WX® combination washes, extracts and 
conditions in the same time ordinary units can only wash. 
Our four TROY WX® machines process 1,300 pounds of laun- 
dry an hour with only one operator. The live steam heat ex- 
traction reduces moisture retention to increase production 
on our TROY 8-roll ironer. The Bifurcator® duct far pre- 
conditions and cools the load for easier handling, easier 
ironing — another time-saver appreciated by our employees. 
Folding linens to hospital standards is faster, more efficient 
with our TROY Fleximatic® Air Jet® folder. Saves a lot of 
backaches, too.” 


HOSPITALS, J.A.H.A. 
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TAROwW FLEXIMATIC 
JET FOLDER 


“Our TROY equipment operates fast enough to keep ahead of 
hospital linen needs for 250 beds. And still it maintains ex- 
cellent quality,” comments Laundry Manager Bill McComb of 
Wesson Memorial Hospital. “We received splendid coopera- 
tion from TROY engineers in planning our straight line opera- 
tion. Our Fleximatic® folder takes a range of items from 18 x 
36 hand towels to 90x 108 bed spreads. Every piece is 
folded properly with jets of air instead of blades. The TROY 
bypass feature is especially useful in handling pieces of 
varied sizes. The outstanding quality is its labor savings; two 
women can manage the folder even at full operation. Our 
TROY WX® combinations give faster, cleaner results with less 
moisture retention. The Bifurcator® duct fan that fluffs and 
cools loads, also keeps our building drier. We just couldn't 
get along without our TROY equipment.” 


FOR COMPLETE DETAILS, SEE YOUR TROY 


ee “ 
i] IR REPRESENTATIVE OR SEND COUPON AT ONCE 
TROY LAUNDRY MACHINERY, Dept. H-1161 
Y Division of American Machine and Metals, Inc., EAST MOLINE, ILLINOIS 


Please send me full details on TRoy wx® washer-extractor and TROY 
TROY LAUNDRY MACHINERY DIVISION OF FLEXIMATIC® AIR JET® FOLDER. 3 


American Machine and Metals, Inc. 


EAST MOLINE, ILLINOIS 








DIVISIONS OF AMERICAN MACHINE AND METALS, INC. rroy LAUNDRY 

MACHINERY + RIEHLE TESTING MACHINES + DE BOTHEZAT FANS 

TOLHURST CENTRIFUGALS * FILTRATION ENGINEERS * FILTRATION 

FABRICS * NIAGARA FILTERS * UNITED STATES GAUGE * AUTOBAR 

AUTOMATIC DEVICES * LAMB ELECTRIC COMPANY * HUNTER 
SPRING COMPANY + GLASER-STEERS CORPORATION 
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15th OF A SERIES WITH SIGNIFICANT SUGGESTIONS FOR CONTROLLING CROSS INFECTIONS 


Crk attention to the dangers of influenza in high- 


risk patients, the U.S. Public Health Service recently 

alerted physicians and hospitals to the possibility of 
widespread incidence of Asian influenza this year. By the 
time you are reading this letter, such an epidemic may well 
be under way or becoming more and more threatening. Few 
hospitals need to be reminded of the high percentage of 
deaths from pneumonia-influenza and staphylococcal pneu- 
monia which occurred during the severe 1957-1958 Asian- 
flu winter and the flare-up in the early months of 1960. 


Unlike many other viruses, the influenza virus does per- 
sist in the environment for days, or even weeks, unless 
destroyed by intensive disinfection measures. Why not put 
the Tergisyl®/ Amphyl® Spray disinfection team to work 
in your hospital to help protect against the spread of 
influenza and hazardous complicating infections? Tergisyl 
detergent-disinfectant is an efficient, economical means of 
achieving “aseptic housekeeping” on medical and surgical 
services and in food areas and personnel quarters. Use 
Amphyl Spray liberally on frequently touched and easily 
re-contaminated areas such as door handles, bedside tables, 
and equipment which is moved about the hospital. 


Executive Housekeepers and aspirants were (or perhaps, 
are if you're reading an early issue of this letter) very 
much in evidence from November 27th through December 
Ist at the Medical Sciences Building of the J. Hillis Miller 
Health Center, University of Florida, Gainesville. The 
occasion— another of those usually oversubscribed execu- 
tive development short courses for hospital housekeepers 
for credit towards certification by the National Executive 
Housekeepers Association. Subject of the program arranged 
by Mrs. Anne J. Vestal, Executive Housekeeper of the 
Teaching Hospital and Clinics at this Center—Effective 
Communications. With quite a reputation in this field her- 
self, the instructional staff assembled by Mrs. Vestal 
included eleven University professors. The students— 
housekeepers from over-100-bed hospitals in the South- 
eastern Conference. 


May we help you “communicate” the simple procedures 
for using Lehn & Fink disinfectants to your personnel? 
Let us know which products or which areas of the hospital 
interest you most. Convenient 3” x 9 cards for individual 
distribution or bulletin board posting are available on how 
to use O-syl® and Amphyl® disinfectants. Tergisyl® 
detergent-disinfectant procedures are included in a humor- 
ously illustrated booklet. Please let us know the quantities 
you need. You'll find these printed materials a tremendous 
time saver in giving instructions as well as in having your 
instructions followed regularly. 


Have you made arrangements yet to see the new movie, 
“Stamp out O.R. Staph”? This film story of the “zone con- 
cept” of O.R. infection control as practiced at Huggins 
Hospital in Wolfeboro, N. H., emphasizes the importance 
of a correlated program for attaining and maintaining strict 
asepsis through germicidal cleaning and discipline with a 
consequent infection rate of only .25% in 1200 operations. 


Dr. Ralph Adams, the Chief of Surgery at Huggins, has 
reported this experience in detail in the March, 1960, 
Surgery, Gynecology & Obstetrics—but seeing the film 
brings the whole story of his successful five-point plan for 
infection control to life. Requests for showing the film 
should be sent to Aetna Life Affiliated Companies, 
Hartford 15, Connecticut, or to the American Hospital 
Association Library in Chicago. 


We keep reading in the hospital and medical journals 
about the difficulty of de-contaminating endoscopic instru- 
ments with any assurance that the contaminating organisms 
have been killed. Protection of the optical system does 
create problems. But, did you know that, using Lehn & 
Fink’s highly refined phenolic disinfectants, efficient micro- 
bicidal activity is achieved without injuring the lens system? 
Here’s how you do it: wash off gross contamination with 
tap water, then immerse in 2% Amphyl® for 20 minutes 
only, rinse with sterile water, store in sterile wrap. Besides 
freeing the endoscopists from worry about cross infecting 
the patient with Staphylococci, TB bacilli, the coli-aero- 
genes group, Pseudomonas, Proteus, or Enterococci—this 
quick yet effective disinfection method frees these expen- 
sive lens system instruments for frequent re-use. 


By now you may be familiar with how easy it is to use 
Amphyl® Spray to disinfect hard-to-reach areas—and as 
a pleasantly aromatic air deodorant which removes rather 
than masks odors. Do you also know that it is effective 
in preventing mildew on fabrics? It leaves no oily marks 
or sticky residue but is a highly efficient fungicide. 


Would you like specific procedures for controlling infec- 
tion in general housekeeping, isolation units, O.R. and 
recovery, O.B. and maternity, nursery and pediatrics, 
emergency and outpatients, and laundry? Then please send 
for your copy of our complete kit, “Contamination Control 
that Works...in Your Hospital”. If you would like each 
member of your Infections Committee to also have a kit, 
we will be glad to send copies individually addressed. Just 
send us the names with your request. 


_ Special Note to Purchasing Agent: The L&F distributor 
in your area can tell you about quantity and volume price 
advantages and work out a regular futures delivery 
schedule to fit your needs. 


_ Please send for the procedures information mentioned 
in this letter. If we can help you on budgeting and buying 
plans, please let me hear from you. 


fly 7 Sithn, 


Robert E. Dickens 
General Sales Manager 
Professional Division 


LEHN & FINK PRODUCTS CORPORATION 
4934 LEWIS AVENUE, TOLEDO 12, OHIO 


© L&F 1961 





editorial notes 


—‘‘one may smile and smile’’ 


ECRUITMENT posters for the 

United States Air Force state 
that America sleeps more soundly 
because the Air Force is on the 
alert. Presumably hospital adminis- 
trators sleep more soundly because 
competent, well trained, experi- 
enced staff and personnel are car- 
ing for patients and performing 
necessary hospital operations. 

Occasionally, however, their 
sleep is disturbed. And disturbed, 
unfortunately, by the very persons 
on whom they have relied to care 
for patients and to discharge hos- 
pital functions. 

When three fires occurred in 
three weeks in a metropolitan hos- 
pital housing more than 200 pa- 
tients, the administration was 
rightly alarmed. Adding shock to 
the alarm was the discovery that 
two of the fires had been set by a 
therapist employed by the hospital, 
whose record was then discovered 
to include a prison term for grand 
larceny. Authorities in the thera- 
pist’s home town also suspected, 
but had not proved, that he was an 
arsonist. 

In another instance, a young 
man posed as a medical student 
who was about to take his intern- 
ship at a metropolitan hospital. 
Satisfying the director of medical 
education of the hospital that he 
was a bona-fide prospective intern, 
he was given permission to attend 
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rounds in the hospital for a week 
prior to starting his internship. On 
the strength of this connection, the 
“medical student” cashed a num- 
ber of checks in the community. 
At the end of the week, when he 
left, his checks returned. Then, the 
hospital discovered that the medi- 
cal school from which he claimed 
to have graduated had no record 
of him. 

In another metropolitan area, 
two hospitals and a clinic were 
stunned when a “physician” who 
had been on their staffs for more 
than four years was unmasked as 
a fraud. He had a pleasing bedside 
manner, but he was not licensed to 
practice, had no degree in medicine 
and had no degree of any kind in 
any allied health field. Adding to 
the embarrassment of these insti- 
tutions was the fact that the “‘doc- 
tor” was exposed accidentally by an 
insurance company attempting to 
settle a claim arising out of a minor 
automobile accident in which he 
had been involved. 

Such cases lead one to ask: How 
many similar undiscovered cases in 
hospitals are there? But this not so 
important a question as: How many 
hospitals screen out psychopaths, 
frauds and criminals and other un- 
desirable elements? 

Frauds should be screened out 
rather easily by thoroughly and 
carefully checking their education 
references. Criminals, in most in- 
stances, may be detected by thor- 


oughly checking their work ex- 
perience references. Detecting psy- 
chopaths may be more difficult, but 
some will be screened out by care- 
fully checking work experience 
references. Inquiries to former em- 
ployers should include specific 
questions about the employee’s 
physical and mental health as well 
as his job attitude and perform- 
ance. Other undesirable elements 
may be detected prior to employ- 
ment by the same means. 

The important point is: this 
practice should apply without ex- 
ception to all persons seeking pro- 
fessional privileges and employ- 
ment in hospitals. 


—foot in mouth disease 


Froese OF ours who was pa- 
tiently awaiting the birth of 
his fourth child shared a “father’s 
room” with a new father. Our 
friend was relaxed about the whole 
thing, having faith in the noted 
hospital, its medical staff and per- 
sonnel. That is, until he overheard 
the following conversation between 
a nurse and the father to whom 
she brought the glad tidings of the 
birth of a first child. 

Nurse: It’s a girl. 

Father: Is the baby all right? 

Nurse: Yes, as far as we can tell 
right now. Of course, many things 
can happen during the first 24 
hours. 

Father: Will a pediatrician see 
the baby today? 

Nurse: It’s too bad your baby was 
born on Saturday. The pediatrician 
who would ordinarily see the baby 
won’t be in until Monday. 

Father: What doctor will see the 
baby before then? 

Nurse: Oh, a doctor will be as- 
signed to the case. 

Father: Is he a good doctor? 

Nurse: I don’t know which doc- 
tor it will be. 

We assured our friend that this 
isn’t a typical conversation, and 
knowing us and the hospital, he 
accepted our word for it. But as 
he said, “Why try so hard to be 
frightening? A kind word would 
have been easy.” We agreed. 
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4 ox five important functions of 
a director of volunteers—selec- 
tion, assignment, orientation, train- 
ing and supervision—are especially 
important in preparing, planning 
and carrying on a volunteer serv- 
ice program in the psychiatric di- 
vision of a hospital. 

Starting with the first, we may 
all agree that selection of volun- 
teers for service in a hospital de- 
pends basically upon two main 
factors: (1) a definite need for 
assistance which must be filled by 
a volunteer and (2) obtaining the 
right type of person for the serv- 
ice to be done. 

The director of volunteers should 
have a list of all the requirements 
of the job (an assignment guide) 
for which she is seeking a volun- 
teer. The time has long since passed 
when any woman can be accepted 
for just any hospital volunteer job. 
No successful volunteer program 
can operate today unless the direc- 
tor of volunteers makes a deter- 
mined effort to accept only quali- 
fied applicants. 


INTERVIEW PRINCIPLES 


The mechanics of interviewing 
applicants should be applied: use 
a positive approach; provide a def- 
inite time, procedure and place for 
interviewing; possess an adequate 
standard for judging applicants; 
allow a supervisor who is to have 
responsibility for the work of the 
applicant to assist with the screen- 
ing process; give the applicant a 
forthright picture of the job to be 


Birger J. Rudquist is the administrative 
assistant, medical administration, Veterans 
Administration Hospital, Palo Alto, Calif. 
This article is adapted from a presentation 
at the 1960 American Hospital Association 
Convention, San Francisco. 
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THE VOLUNTEER in the psychiatric department 
must be carefully selected for her 


ability to work well 


with patients as well as personnel. Here, 


a volunteer and patient prepare 





to serve juice for a snack. 


PREPARING 





According to the author, there is a 
need for close coordination between 
the director of volunteers and the psy- 
chiatric nursing supervisor if a safe, 
successful and efficient psychiatric vol- 
unteer program is to exist. In view of 
this, he discusses the five basic func- 
tions of a director of volunteers—se- 
lection, assignment, orientation, train- 
ing and =  supervision—in choosing 
volunteers and the role of the nurse in 
supervision. 





done. These mechanics of inter- 
viewing are important functions in 
the process of selecting volunteers 
for service with psychiatric pa- 
tients. 

A request to work in the depart- 
ment of psychiatry is not necessar- 
ily an indication that this is the 
proper assignment for the volun- 
teer. In many instances only time 
will tell whether a volunteer is 
suited for this type of service. 


ADJUSTMENT STRESSED 


Applicants selected for volunteer 
service with psychiatric patients 
must be stable individuals, emo- 
tionally secure, socially well ad- 
justed, and possess a type of per- 
sonality which manifests honesty, 
sincerity, good will, understanding, 
acceptance of others as they are 
and patience. Not many individuals 
possess all these qualities in great 
abundance. Nevertheless, some ap- 
plicants possess these in greater 
abundance than other applicants, 
and those who do are the ones who 
would have greater expectancy of 
success in serving as volunteers 
with psychiatric patients. 

Further, the drawbacks and less 
pleasant features of working with 
psychiatric patients should not be 


minimized to the applicant. Noth- 
ing disillusions a volunteer worker 
as quickly as the feeling of being 
the victim of having the service 
she is to perform misrepresented 
to her. The volunteer should have 
an opportunity to ask questions 
about the job and the director of 
volunteers should do everything to 
prevent misunderstanding. 

Perhaps it would be appropriate 
to give a few unusual examples of 
volunteers serving on psychiatric 
nursing units, wards, or anywhere. 
At the Veterans Administration 
Hospital, Palo Alto, Calif., in the 
selection of qualified volunteers for 
the psychiatric service, we unknow- 
ingly allowed a relative of one of 
the patients to serve as a volunteer. 
Although she gave every evidence 
of being a stable sort of person, it 
soon developed she was giving 
much more attention and service 
to her relative than to the other 
patients. The other patients quick- 
ly recognized this and became re- 
sentful, and the disciplinary prob- 
lems on the ward increased. Also, 
we found we had a difficult prob- 
lem on our hands in transferring 
the volunteer to another service 
without having ‘‘sides’’ being 
formed as to whether or not it was 
morally right to have this volun- 
teer service on this particular psy- 
chiatric nursing unit. 


PHYSICIAN MAKES DECISIONS 


This situation shows that we did 
not emphasize sufficiently in our 
volunteer orientation course the 
point that the physician makes all 
medical decisions on the ward. 
Further, personal feelings may not 
enter into the matter as long as 
the physician or specialist, in this 
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VOLUNTEERS FOR THE 


case the psychiatrist, was of the 
medical opinion that this volun- 
teer, who was a relative of one of 
his patients, created a situation 
which in fact upset the heretofore 
satisfactory social climate of the 
nursing unit. Also, the volunteer 
interposed a personal relationship 
condition which was disturbing to 
other patients and contraindicated 
to the psychiatric treatment pro- 
gram of the relative-patient con- 
cerned. 

This case points up (1) the im- 
portance of preparing full applica- 
tion blanks, (2) making certain of 
a proper and carefully selected 
assignment in each case and (3) 
doing a thorough job in the ori- 
entation program. 

Let us now turn to the function 
of assignment, especially as it ap- 
plies to assignment of duties which 
bring the volunteer in face-to-face 
contact with mentally ill patients. 

A satisfactory assignment means 
that the director of volunteers has 
placed the right person in the right 
job. It means everyone concerned 
in the area in which the volunteer 
is to serve is satisfied with this 
placement. This includes the super- 
visor, the patients, other staff mem- 
bers and, of course, the volunteer 
herself. 


PATIENCE MOST IMPORTANT 


What are the basic points to con- 
sider before placing a volunteer 
worker in an assignment with neu- 
ropsychiatric patients? 

First, the volunteer must know 
and understand that the behavior 
of a mentally ill patient is an ex- 
pression of the patient’s illness. 
Second, the volunteer must be 
willing to accept a great amount of 
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PSYCHIATRIC 


SERVICE 


by BIRGER J. RUDQUIST 


oral abuse from many of these pa- 
tients. Third, the volunteer must 
understand that many neuropsy- 
chiatric patients will show slow 
progress and that ever so slight 
gains in the patient’s social be- 
havier are truly significant signs 
of progress in the treatment pro- 
gram. The volunteer must have pa- 
tience. These points have a direct 
bearing on the attitude a volun- 
teer must assume when accepting 
an assignment for service with psy- 
chiatric patients. 

There are other matters con- 
cerned with the function of assign- 
ment to which the director of vol- 
unteers must focus her attention 
and direction. The first of these is 
the matter of suitabiliy of the 
working area from a physical point 
of view. Second, whether there ex- 
ists a regular schedule and plan 
for the volunteer’s services. Third, 
that the volunteer knows to whom 
she is to report for instructions 
after she has proceeded as far as 
she has been previously instructed 
or directed. These matters are of 
concern to all volunteers, but they 
appear to have special significance 


when applied to a_ psychiatric 


service. 
PHYSICAL SAFETY STRESSED 


Mentally ill patients are unpre- 
dictable, and under no circum- 
stances should a volunteer be 
placed in a physical setting where- 
in the supervisor is not in full view 
of all interpersonal relationships 
going on between the volunteer 
and any one patient or group of 
patients. 

The matter of a regular sched- 
ule and plan for the volunteer 
takes on special significance in the 
psychiatric service because work- 
ing with or serving mentally ill 
patients is an enervating and high- 
ly demanding task. Further, pa- 
tients in many instances have short 
spans of attention, and the face-to- 
face relationships should be limit- 
ed, insofar as practicable, to coin- 
cide with the attention span of the 
patients. A constant review of the 
schedule of the volunteer and the 
plan of treatment for the mentally 
ill patient is routine, and changes 
in the schedule and plan are to be 
expected and unqualifiedly accep- 
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ed by the volunteer. Consequently, 
the volunteer must not be discour- 
aged by the many changes and 
modifications in the treatment plan. 

The volunteer on the psychiatric 
service is usually supervised by the 
nurse. All instructions for service 
for mentally ill patients must clear 
through this nurse. The volunteer 
must bear in mind that many psy- 
chiatric patients will resent the 
nurse for what they insist are un- 
fair and arbitrary restrictions im- 
posed upon them by her. Many os- 
tensibly true statements and com- 
plaints will be related to the vol- 
unteer by patients beseeching her 
to do special services for them 
without the knowledge of the 
nurse. These requests must be re- 


ported to the nurse in charge of 
the psychiatric service. 

From the foregoing information, 
one can readily appreciate the sig- 
nificance of having the point im- 
pressed upon all volunteers that 
they receive instructions for serv- 
ice only from the nurse. 


ORIENTATION OF VOLUNTEER 


Orientation of the volunteer be- 
gins as soon as she is assigned to a 
particular service. If she is assigned 
to the pychiatric service, her ori- 
entation is especially important. 
The volunteer worker in the psy- 
chiatric service must be introduced 
to the special psychiatric ward or 
nursing unit, its facilities, programs 
and staff to provide her with an 


understanding of the nature of vol- 
unteer assistance and the policies 
and principles governing the treat- 
ment of patients in this type of 
nursing service. Not only should 
the volunteer know about the 
physical facilities and the policies 
and principles of the psychiatric 
service, but she should be given an 
understanding of the purpose and 
value of her work in this special- 
ized treatment area. 


HOSPITAL TOUR INCLUDED 


A guided tour of the whole hos- 
pital is a must so that the volun- 
teer will be acquainted with the 
physical surroundings and gain a 
reasonable understanding of the 
over-all goals of the hospital pro- 





A PSYCHIATRIST 
COMMENTS ON VOLUNTEERS 


by CALVIN L. YOUNG, M.D. 


The volunteer auxiliary worker who is as- 
signed to the psychiatric service is called upon 
to perform a type of function which is quite dif- 
ferent from her function in any other service. 
She must deal directly with the disease process 
which brought the patient to the hospital. She 
is asked to help the isolated patient be less iso- 
lated, the paranoid patient be less suspicious, 
and the dependent patient be self-sufficient. She 
is entering into an interpersonal relationship 
with the patient whose problem is his interper- 
sonal relationship. Although she does not in- 
voke the traditional means of the analytic couch 
and the impassive face, she is nevertheless per- 
forming psychotherapy. In no other type of 
medical service does she perform a similar 
function. On general medical services, she does 
not manipulate the fractured leg or treat the 
bleeding ulcer, but limits her role with the pa- 
tient to cheering him up and performing extra 
nonmedical services. 


PSYCHIATRIST SHOULD CHOOSE 


Clearly, anyone who undertakes the delicate 
and sensitive job of psychotherapy with a hos- 


Calvin L. Young, M.D., was chief of psychiatric service, 


Community Hospital of San Mateo County, San Mateo, 
Calif., until his death on Oct. 30, 1960. 


pitalized psychotic patient will need careful se- 
lection, adequate training and _ continuous 
supervision. This is not a job for just anyone 
who likes to be nice to unfortunate people. Se- 
lection of volunteers should be made by a well- 
qualified psychiatrist or another psychiatrically 
trained professional person. Those volunteers 
selected should be well adjusted individuals 
themselves, with enough time to give to the 
work so that they can attend frequent staff 
conferences and supervisory sessions. They 
should be able to tolerate questions about their 
own motivations in volunteering for this type 
of work, as well as questions about their day- 
to-day contacts with the patients. In short, they 
should be persons who have all the qualifica- 
tions of trained psychiatric workers without 
the formal education. 

These conditions, of course, will rule out 
many who have been doing volunteer work in 
psychiatric services in the past. This is as it 
should be. Perhaps it has not been sufficiently 
realized how sensitive the job is and how dam- 
aging a misinformed or unhappy neurotic vol- 
unteer may be to a sensitive psychotic person. 

It is often suggested that any normal non- 
neurotic person can by healthy instinct alone 
successfully approach a psychotic patient with- 
out doing harm. This may be true if the contact 
is casual, brief and in the community at large. 
In the hospital, however, the volunteer becomes 
a member of the therapeutic team. She attempts 
to intervene in the patient’s illness and to mod- 
ify his behavior, even when she is only trying 
to be friendly and cheer him up. I do not be- 
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gram. The volunteer should meet 
the patients with whom she is most 
likely to have personal interrela- 
tionships. She should be provided 
with reading material which ex- 
plains the hospital and the specific 
objectives of the psychiatric serv- 
ice in which she is to provide as- 
sistance. She should be informed 
as to her rights and privileges as a 
volunteer. Last, she should be 
made to feel accepted and wel- 
come as a new and wanted mem- 
ber of the volunteer service team. 

To the extent that each one of 
the above steps are not taken, the 
volunteer will fall short of furnish- 
ing assistance up to her potential 
level of work output. 

The next function for discussion 


is training. It is generally accepted 
that training is a continuous pro- 
gram for all volunteers. From time 
to time, volunteers need additional 
instruction in such matters as 
skills, concepts of service, change 
in program, policies, regulations 
and procedures. The specific train- 
ing may be the task of the director 
of volunteers, especially if it re- 
lates directly to the hospital pro- 
gram in general. If, however, the 
training relates to the psychiatric 
service, it becomes the responsibil- 
ity of the nurse in charge of the 
psychiatric service. 

Frequently the volunteer’s learn- 
ing and improvement in her serv- 
ice can be strengthened or speeded 
up through attendance at confer- 


ences, special reading and formal 
training courses. Volunteers who 
use certain mechanical skills can 
often improve them through re- 
fresher courses taken along with 
regular staff members. The pro- 
fessional and administrative staffs 
must keep abreast of technical de- 
velopments in their fields. These 
should be passed along to the vol- 
unteers as indicated. In short, a 
variety of methods for a variety of 
situations are used on a psychi- 
atric service to keep volunteer 
skills and knowledge at maximum 
effectiveness. In all volunteer train- 
ing activity, the supervisors should 
avail themselves of the full re- 
sources of the hospital to carry 
such training on most efficiently, 





lieve that normal mental health by itself is 
sufficient preparation for psychotherapy of this 
type any more than normal physical health is 
preparation for physical therapy. More training 
and supervision is needed. 


PHILOSOPHY DETERMINES ATTITUDE 


For many years volunteer workers have been 
active in our large state and veterans admin- 
istration hospitals. In many cases, I believe, 
their contacts with the patients have been 
poorly supervised and understood by them and 
by the hospital authorities. Unfortunately the 
philosophy of some of these hospitals has been 
largely custodial and authoritarian, so that the 
patient becomes an object to be cared for rather 
than a person to be worked with. Where such 
philosophies exist, it is to be expected that 
volunteers would be asked to join the treat- 
ment team. Where psychotic activity and 
thought is seen as impossibly obscure or un- 
treatable, then the activity of the volunteer 
may also be seen as less sensitive. 

More enlightened concepts of treatment, how- 
ever, stress the interpersonal relationships of 
the patient. These concepts stress the patient’s 
role as a participant in the treatment program 
rather than as a passive object of it. They 
stress poor previous communication as part of 
the development of the illness and good present 
and future communications as part of the ther- 
apy. Anyone working with the patient, there- 
fore, must be in frequent communication with 
the other members of the therapeutic team and 
must be willing to evaluate their own commu- 


nications and their effects upon the patient. 

It is possible that there are a few activities 
which can successfully be performed by volun- 
teers who do not become communicating mem- 
bers of the therapeutic team. Such activities 
might be of a specialized nature, such as wash- 
ing and setting hair, calling square dances and 
providing material things for the psychiatric 
unit. These activities do not necessarily involve 
the volunteer in an intense interpersonal rela- 
tionship. On the other hand, whenever the vol- 
unteer talks with the patient at any length, 
dances with him, plays cards, or socializes to 
any extent, she is intervening in his illness in 
an important way as a representative of the 
hospital. She has become a member of the ther- 
apeutic team whether she likes it or not and 
must be in frequent communication with the 
other therapists. 

It may well be that an adequate program of 
selection, training, supervision and communi- 
cation with volunteers would be too expensive 
in terms of professional time for all but a few 
psychiatric services. 

At one time in history, anyone could prac- 
tice medicine because no one knew much about 
it. As more was learned about internal medicine 
and surgery, the requirements for its practi- 
tioners became stricter. The same process is 
occurring in psychiatry. The time has passed 
when any untrained person, neurotic or other- 
wise, can be accepted as a member of the ther- 
apeutic psychiatric team and be allowed to 
manipulate without supervision the delicate 
balance of a psychotic illness. * 
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without duplication or waste of 
time on poor methods. 


DIRECTOR'S RESPONSIBILITY 


Communication is a subject close- 
ly related to training and is the 
product of many administrative 
methods used by the director 
of volunteers. Volunteer service 
founders on the rock of poor com- 
munication more than on any other 
one fault. The director of volun- 
teers must take the initiative to 
keep volunteers informed on all 
matters that will facilitate their 
doing their service with under- 
standing and efficiency. 

In essence, the director’s concern 
with communication is concern 
with the upward, outward, and 
downward flow of ideas, instruc- 
tions and information in the serv- 
ices of the hospital. No volunteer’s 
job is so isolated in content that it 
can operate without knowledge of 
what others are doing. This knowl- 
edge is what facilitates cooperation 
and coordination. Although we 
cannot always consult with our 
volunteers before taking action or 
making decisions that affect them, 
we can do the next best thing: We 
can give adequate forewarning and 
explanation of changes to the vol- 
unteer. This communication is an 
important aspect of the volunteer’s 
on-the-job training. 

The presence of a new volunteer 
on the psychiatric service signifies 
the fact that there exists a needed 
supplementary task to be per- 
formed in this unit. If the volun- 
teer has been provided with the 
above discussed orientation and 
training, she is ready now for 
supervision. 


SUPERVISOR’S RESPONSIBILITIES 


The first assignment of a volun- 
teer is perhaps her most important 
one. The impressions she obtains, 
her first observations and contacts 
will be lasting ones. It is, therefore, 
important that the immediate su- 
pervisor fully understands what 
her functions as a supervisor are. 
Briefly they are: 

1. Getting results through the 
efforts of others 

2. Using authority 

3. Passing on information 

4. Planning jobs 

The pattern of supervision as it 
applies to volunteers is not identi- 
cal in all services within the hos- 
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pital. Despite these variations, 
however, it is possible to enumer- 
ate certain basic responsibilities 
which are common to many super- 
visors directing the work of volun- 
teers. 

Under the function of getting re- 
sults through the efforts of others, 
the supervisor carries on her basic 
responsibility. Here the supervisor 
develops good relationships be- 
tween the volunteer and the staff 
members and, insofar as possible, 
provides the volunteer job satisfac- 
tion. The supervisor consults with 
the volunteer about matters which 
affects her. She discovers any 
grievances stemming from the vol- 
unteer worker’s assignment and 
corrects the condition. The super- 
visor maintains good personal re- 
lations with the volunteer. The 
supervisor represents the manage- 
ment of the hospital to the volun- 
teer. The supervisor is responsible 
for obtaining satisfactory addition- 
al service from the volunteers 
working in her area, unit, or 
section. 


USING AUTHORITY 


Using authority means that the 
supervisor knows how much to use 
and when to use it in dealing with 
volunteer workers. The supervisor 
must make many decisions for the 
volunteers under her guidance and 
direction. She is responsible for 
developing a well disciplined vol- 
unteer work force. She must dis- 
cipline volunteers as necessary. 
She should maintain a tight con- 
trol on the volunteers’ attendance. 
She should make arrangements for 
transfer or removal of volunteers 
who prove unsuitable. 

Passing on information means 
making certain that all volunteers 
know what is going on. The super- 
visor should keep both the volun- 
teer and the director of volunteers 
informed, especially on matters 
which directly affect them. She 
should measure and report on the 
accomplishments of the volunteers 
in her unit or section. She should 
make certain that the volunteers 
are informed on changes in the 
policies of the hospital, service, or 
unit. She should let the volunteers 
know how well they are perform- 
ing their task. She should recom- 
mend volunteers who have per- 
formed outstanding service, or 
have made an outstanding sugges- 


tion or contribution for recognition 
or an award. 

Planning the volunteer’s job 
means deciding ways and means, 
methods, tools and equipment need- 
ed by the volunteer to carry on her 
assigned task. The supervisor is 
responsible for laying out the work 
of the volunteer and for making 
work assignments. She is responsi- 
ble for training the volunteer on 
the job. She is responsible for re- 
viewing and checking the work of 
the volunteer. She is responsible 
for safe working conditions as well 
as keeping the volunteer supplied 
with necessary equipment and ma- 
terials. She is responsible for get- 
ting the job done even though it is 
accomplished through the assist- 
ance of volunteers. 


VOLUNTEERS MUST COOPERATE 


There exists little difference be- 
tween the basic responsibilities of 
the supervisor in her supervision 
of volunteers and in her supervi- 
sion of employees. The main dif- 
ference is that the volunteer is a 
volunteer and as such is not getting 
paid. However, the volunteer is ex- 
pected, along with the paid em- 
ployee to conform with all policies 
and regulations of the hospital and 
to contribute a satisfactory stand- 
ard of service in the treatment pro- 
gram for the patients. The volun- 
teer is expected to obey orders and 
to carry out her assignment to the 
best of her ability. Any disagree- 
ments between the volunteer and 
the supervisor which cannot be 
satisfactorily resolved at that level 
should be referred to the director 
of volunteers. 

The amount of supervision, the 
closeness of the supervision and 
the frequency of the supervision 
of a volunteer or group of volun- 
teers is a matter of determination 
by the immediate psychiatric unit 
supervisor. All volunteers, like all 
employees, need supervision. The 
most satisfied volunteers are those 
who, after they have demonstrated 
their competence and ability, are 
permitted a relatively free hand to 
carry out their work assignment. 
This procedure is an excellent one 
but does not relieve the immediate 
supervisor of her responsibility of 
observing the performance of the 
volunteers. 

(Continued on page 116) 
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—Piatt Roberts and Co., Architects, Mobile, Ala. 


THE main lobby at the entrance of the new 
Mobile (Ala.) Infirmary nursing residence and 
education building is spacious and functional. 


WW the exception of a short 
period during World War II, 
he Mobile (Ala.) Infirmary Asso- 
ciation has followed its charter, 
dated April 8, 1897, which states 
in part, “. . . The purpose of the 
same is to build, maintain and 
manage an Infirmary in the City 
or County of Mobile and in con- 
nection therewith, to establish and 
conduct a training school for edu- 
cating nurses for the sick .. .” 
The school of nursing originally 
occupied quarters adjacent to what 
is now known as the Old Mobile 
Infirmary. In 1952, when the in- 
firmary moved to its new hospital 
building, the student nurses oc- 
cupied the old hospital until the 
new student nurses’ residence was 
ready to be occupied in November 
1960. Since the new residence was 
opened, requests for entrance to 
the school of nursing have been 
phenomenal, and 62 students—the 


E. Cc. Bramlett is the administrator of 
the Mobile (Ala.) Infirmary. 
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NEW QUARTERS 
REVITALIZE 
SCHOOL OF NURSING 


by E. C. BRAMLETT 





According to the author, a new com- 
bined nursing education building and 
dormitory was an important part of 
one hospital’s solution to the problem 
of attracting young women into the 
nursing profession. He discusses the 
construction and layout of the facility 
and points out some of the “extras”, 
including a tennis court and swimming 
pool. 





largest class ever—were enrolled 
in the September 1961 class, with 


a large number having to be 
turned down for lack of accommo- 
dations. Numerous inquiries are 
even now being received and 
placed on file for the September 
1962 class. The hospital is essen- 
tially the same, and the policies, 
director and staff are essentially 
the same, but the big change is in 
the nursing school dormitory and 
education building. 

The new three-story dormitory 
and education building, erected 
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and fully equipped at a cost of 
$968,958, is constructed on a five- 
acre tract of land that is within 
the boundary of the land occupied 
by the Mobile Infirmary. The 
nurses live within easy walking 
distance of the hospital. 

The structure, which furnishes 
living accommodations together 
with teaching and recreational fa- 
cilities for 124 students, is com- 
pletely air conditioned. The din- 
ing, teaching and recreational fa- 
cilities and staff offices are on the 
ground floor, and the living ac- 
commodations for the _ student 
nurses are on the second and third 
floors. The building is designed for 
a horizontal flow of traffic, which 
provides the desired privacy for 
the students and the proper en- 
vironment for adequate study and 
utilization of the educational fa- 
cilities. 


BUILD'NG LAYOUT 


The front entrance to the build- 
ing leads directly into a spacious 
lobby that has seating facilities 
for guests, a public telephone and 
post office boxes for the students. 
To the right of the lobby is a 


counter for an attendant, and the 
area behind connects directly to 
the house mother’s suite. The cen- 
tral control for the intercommuni- 
cation system between the house 
mother and each student’s room 
and the master control for the 
music amplification system is lo- 
cated in this area. 

A multipurpose room contain- 
ing 1750 square feet of floor area 
in addition to a stage, kitchen and 
cafeteria serves as both dining 
room and auditorium. The cafe- 
teria is arranged in such a manner 
that it can be completely closed 
off from the auditorium when the 
room is used for functions other 
than dining. 

The tables can be stored under 
the stage, and approximately 200 
stacking chairs can be arranged 
for plays, lectures, etc., in the 
auditorium. For dancing, the stage 
can be used for an orchestra, with 
the chairs and tables around the 
side of the auditorium, leaving the 
central area clear for dancing. 

In addition to the auditorium, 
there are three “date parlors,” a 
library and two large classrooms 
located on the ground floor. The 


date parlors are separated by fold- 
ing partitions, which will allow 
the area to become one large room 
for special functions or teas. In 
these rooms, as throughout the en- 
tire building, there are individ- 
ually controlled loudspeakers for 
background music, records, or AM 
and FM radio music. 

The library has ample capacity 
to accommodate 50 students at a 
time and is so designed that it 
can be used for intensive study or 
off-duty relaxation with current 
magazines, newspapers, etc., avail- 
able to the students. Adjacent to 
the library is a stack room and 
work room, 

At the west end of the ground 
floor, there are two large amphi- 
theater type classrooms, each hav- 
ing seating capacity of 60. Between 
these two rooms is a storage and 
work room that is common to both 
and is used for instructional ma- 
terials and equipment. 

The sick bay, with accommoda- 
tions for four, 10 offices for staff 
and instructors, a large teach- 
ing laboratory, mimeograph room, 
storage area, linen distribution 
area and storage, faculty lounges, 
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(ABOVE) Three ‘“‘date parlors’’ with individually controlled loudspeakers for background music, 


records, or AM or FM radio music are also situated on the first floor. These rooms, separated 
by folding partitions, car be used as one large room for special occasions. 

(OPPOSITE PAGE) The library accommodates 50 students 

at one time and can be used for intensive study or recreational reading. 

(BELOW) Two large amphitheater-type classrooms, each seating 60, 

are situated at the west end of the ground floor of the building. 

A common storage and work room is between the two rooms. 
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conference rooms, housekeeping 
office and a trunk storage room 
complete the ground floor layout. 


RESIDENT ACCOMMODATIONS 


The second and third floors are 
devoted entirely to resident facili- 
ties for the girls. Each floor has 
facilities for 62 girls, with two 
girls sharing each bedroom. In ad- 
dition to the bedrooms, each floor 
has a complete laundry equipped 
with a washer, dryer, ironers and 
sewing machines. 

In addition, there is an attrac- 

decorated lounge which is 

ded with a kitchenette con- 
taining stove, refrigerator, sink 
and closet space. This kitchenette 
is concealed between folding doors 
so that it can be closed off when 
not in use, leaving a living area 
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(ABOVE) Each double bedroom has built-in desks and large closets with without damaging the walls. (BELOW) Recreational facilities available 
ample shelves and hanging and storage space. Pegboard panels on the __ to the students include a swimming pool and tennis, basketball, volley- 
wall between the windows allow students to hang room decorations ball and badminton courts. 


" 
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A MULTIPURPOSE room on the first floor with 
a stage on one side serves as a cafeteria and 
an auditorium. With the tables stored under 
the stage, the auditorium can seat approxi- 
mately 200 people. 


equipped with radios, television 
sets and record players. These 
rooms are “off-limits” to everyone 
except students. 

Each bedroom has built-in desks 
and large closet facilities. Closets 
are amply provided with shelves, 
hanging space and storage space 
for the belongings of each student. 

The closets are keyed separately, 
but each closet key will operate 
the corridor door. This gives the 
students the privacy of being able 
to lock their closets and still be 
able to enter the room with one 
key. 

The rooms are provided with 
pegboards located between win- 
dows, allowing the students to 
make their own imaginative de- 
signs with pictures, pin-ups, etc., 
and to change this design at will 
without damaging the walls. The 
rooms are treated acoustically so 
that noise from one bedroom will 
not penetrate to another. 
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Between each two double bed- 
rooms there is one large bathroom 
serving four students. These baths 
contain shower, commode and two 
table-top lavatories with large 
mirror and light. 


STRUCTURE ENGINEERING 


The 44,500 square foot building 
is supported by a reinforced con- 
crete frame resting on concrete 
split footings. The floor system is 
reinforced concrete joist. The ex- 
terior walls are a combination of 
aluminum and porcelain panel 
wall construction and masonry. 
The masonry has an exterior face 
of faced brick, backed up with 
concrete block. Interior finishes— 
walls in general—are painted con- 
crete block, but there is special 
treatment in some areas, such as 
the auditorium, date parlors and 
lobby. All corridor walls and walls 
in all wet areas are of structural 
glazed tile. Floors in the corridors 
and public areas are of vinyl as- 
bestos tile, and asphalt tile is used 
in the private rooms. Wet areas 
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have ceramic tile floors. The ceil- 
ings, all except wet areas, are 
acoustical tile, applied by a metal 
suspension system. The base is ob- 
tained in most areas by using 
structural glazed tile in the first 
course of masonry. The roof of the 
building is a 2G-year bonded roof, 
applied with a ‘lightweight insu- 
lating fill. Wood doors are used 
throughout the building, except 
for metal fire resistant doors. 

In the kitchen, all equipment is 
stainless steel. One hydraulic 
plunger type electric passenger 
elevator serves all three floors. 


RECREATION FACILITIES 


The recreational facilities avail- 
able for the students include ten- 
nis, basketball, volleyball, and 
badminton, the courts having been 
donated by the hospital auxiliary. 
There is a swimming pool next to 
these courts, a gift from a hospi- 
tal trustee, and ample area on the 
grounds, in addition to the pool 
and courts, for softbali and other 
games requiring large areas. bd 


53 





N August 1959, when I assumed 

the office of president of the 
American Hospital Association be- 
fore the House of Delegates at the 
meeting in New York City, I 
thought it might be useful to out- 
line certain of the major problems 
facing the Association and _ its 
members as I saw them. At that 
time, after a few years’ experience 
as a hospital director and work 
with the Association’s councils and 
committees, and one year as presi- 
dent-elect, I was full of confidence 
and courage about what should be 
done. I felt I might even be part 
of getting some of the problems on 
the road to solution. Since that 
time, much water has flowed under 
the bridge, and not only have we 
all been struggling with those 
problems, but we have also been 
subjected to all kinds of new pres- 
sures and forces that bear on hos- 
pitals and the work they are trying 
to do. 

During these two years of trying 
to get work done, the questions 
became bigger, more complicated 
and less clear—both as to nature 
and solution. As the matters were 
studied, sharp differences of opin- 
ion as to solutions appeared among 
the membership and in American 
medicine generally. Compromises 
and acceptance of only partial im- 
provements became the order of 
the day. These are sometimes hard 
to accept personally, but generally, 
they must be accepted in order 
for the wishes of the majority to 
be expressed. The brash confidence 
and courage, as expressed in 1959, 
mellowed into more of “this is the 
best we can do” point of view of 
the Sixties. 

During these meetings, it has 
been an honor to serve as presid- 
ing officer of the House of Dele- 
gates. As such, it has not been 
possible to engage in the debate. 
Now as I leave the officership of 
the Association, I can return to a 
position of my own which gives 
the personal satisfaction of being 
one I can clearly understand and 
support and one for which I do 
not have to seek majority support. 
Russell A. Nelson, M.D., is director of 
the Johns Hopkins Hospital, Baltimore. At 
the time this address was given, he was 


immediate past president of the American 
Hospital Association. 
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This address was delivered by Dr. 
Nelson at the Annual Delegates Lunch- 
eon of the American Hospital Associa- 
tion, Sept. 28, 1961, in Atlantic City, 
N.J., on his completion of three years 
as a presidential officer of the Ameri- 
can Hospital Association. 





The present situation as it seems 
to me on the major points I men- 
tioned in 1959, might be sum- 
marized as follows: 


WHAT HAVE WE DONE? 


1. In 1959, we were very much 
concerned about labor unioniza- 
tion and strikes in hospitals. The 
Association and hospitals, nation- 
ally and at local levels, have made 
great strides and, at the time of 
this meeting, the employment prac- 
tices in many of our hospitals, 
particularly those in the large 
cities, have improved very sub- 
stantially. This improvement ap- 
parently has led to a reduction in 
employee unrest and union activ- 
ity. I personally believe we are 
in the last days of the period in 
which hospitals have substandard 
employment practices, and we are 
just about at the stage where we 
can hold up our personnel prac- 
tices as being fair, democratic and 
competitive with the rest of the 
community. This has been a long 
struggle and has been made pos- 
sible by better financing of hospi- 
tal care and a remarkably good 
education of hospital boards and 
administrators on the need for 
sound personnel practices. 

2. The need for more vigorous 
local hospital association activity 
has been stressed during the past 
two years, and the record shows 
some increase in the effectiveness 
of the organization of state and 
city hospital groups. I speak of 


many things that need to be done 
—some examples are regional 
planning and community control 
of facilities; group action on shar- 
ing services; effective group pub- 
lic education and self-developed 
medical reviews of utilization. We 
still have a long way to go in 
most communities, and unless hos- 
pitals form these effective joint 
action groups, all the controls on 
hospital care that we spoke of 
will be imposed by outside sources. 
As the cost of hospital care con- 
tinues to rise, the days we have to 
make these corrections grow fewer 
and fewer. I hope the leaders and 
members of the Association will 
continue to place a high priority 
on this unfinished business. 


BLUE CROSS RESPONSIBILITY 


3. There was considerable con- 
cern in 1959 about the problems 
of Blue Cross and hospital rela- 
tionships. In 1960, we saw the re- 
organization of the Blue Cross 
national body into the present Blue 
Cross Association with its close 
ties to the American Hospital Asso- 
ciation. All the organization has 
been done. All the speechmaking 
and resolutions to do better, I pre- 
sume, are nearing an end. I hope 
so. A real job, however, still needs 
to be done. That job is for a na- 
tional Blue Cross effort to improve 
benefits, extend care at reasonable 
rates to greater segments of the 
population and to attack vigor- 
ously the tendency to rest on our 
oars and gradually drift, through 
experience rating deductibles and 
other alien ideas, into the pattern 
of indemnity commercial insur- 
ance. Reimbursement to hospitals 
needs a thorough re-evaluation. 
The testing ground for Blue Cross 
is right at hand in the opportunity 
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THE SIXTIES: 


deepen by RUSSELL A. NELSON, M.D. 


to provide care for retired citi- 
zens over the age of 65 who are 
capable of self-support if it can 
be given at reasonable rates. Un- 
less Blue Cross can do this job, 
in whole or part, and on a national 
plan, it will fail to do the future 
jobs of providing expanded cover- 
age to a population that is seeking 
an ever greater amount of hospital 
and medical care. 

I believe there is a serious lack 
of unity among the Blue Cross 
Plans to do this improved and 
critically necessary job. It simply 
must be done, and it is up to the 
Blue Cross Association to do so. 
I urge the officers and Dr. Crosby, 
as the executive director of the 
Association, to work vigorously on 
this challenge. 


NURSING EDUCATION 


4. No meeting of the Association 
or report of an officer, I believe, 
will ever be able to avoid men- 
tioning nursing and nursing educa- 
tion. In 1959, we viewed with 
alarm the difficulty of the accredit- 
ation program. The last few days 
show that in 1961, we feel that 
much progress has been made. The 
number of our hospital schools 
which have been accredited con- 
tinues to increase, and it is clear 
that with all its troubles, the ac- 
creditation service is successful. 
Our friends in nursing education 
still are apprehensive about our 
hospital interest in educational 
standards, or maybe more point- 
edly, our hospital interest in con- 
trol of the accreditation process. 
The facts still remain: 

(a) Nursing educators and their 
organization must be the group to 
set standards and conduct accredit- 
ation. A movement by the Asso- 
ciation in this area will fail. 
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(b) The accreditation process by 
the nursing educators never will 
succeed unless it has good sup- 
port from the hospitals which take 
the responsibility for the schools. 
Our nursing schools are part of 
the hospitals. They are not inde- 
pendent of them, and the accredit- 
ation process and control will 
have to include the hospital repre- 
sentatives. 


HOSPITALS AND PHYSICIANS 


5. The radiologist-pathologist is- 
sue was warm to hot in 1959. Some 
of us made speeches around the 
country urging a broader view of 
the physician and the hospital than 
just the radiologist and the pathol- 
ogist. The issue seems to be at 
lower temperature this year, but 
this is not entirely a certain ob- 
servation. It may be the calm be- 
fore more storms. I have confidence 
that there are more elements that 
will bring the physician and the 
hospital together in the future 
than there are to push them apart, 
and that reason and common sense 
will prevail. 

6. In 1958, our Association adopt- 
ed a position in regard to national 
programs for financing the care 
of the retired aged. This position 
has been called weak by those who 
have strong convictions in favor of 
social security as the mechanism 
and also those who have strong 
convictions in the opposite direc- 
tion. It has proved, however, to be 
a workable position during these 
times of serious debate. Under this 
position, it was possible for our 
Association to take leadership in 
the development of the national 
program identified as the Kerr- 
Mills Plan, providing state-federal 
aid to the indigent and medically 
indigent retired aged. More than 


one-third of our states now have 
working plans and the remainder, 
up to more than one-half of the 
total, have plans in the process of 
creation. 

In 1960, the total population of 
the United States was approxi- 
mately 180 million. Now Kerr- 
Mills programs are in effect or 
clearly coming into states having 
105 million of this population. This 
is 60 per cent of the American peo- 
ple. This has been done in the one 
year following passage of federal 
legislation. It not only has aided 
hospitals in the financial problem 
of caring for the aged indigent 
and medically indigent, but has 
and will further set the pattern 
including, we hope, cost based pay- 
ments for financing the care for 
such indigents of all ages. This 
is something hospitals and the As- 
sociation have been struggling for, 
for many years. 

But what about the situation of 
the retired aged who are above 
the level of medical indigency? 
Our Association always has con- 
sidered that federal legislation 
would be necessary for the care 
of the aged, and it has felt that 
the social security mechanism 
might have to be used ultimately. 
We have federal legislation now 
in the Kerr-Mills Bill. Is it enough? 
I do not think so. 


THE SELF-SUPPORTING AGED 


Our self-supporting aged still 
cannot obtain or afford adequate 
coverage from voluntary prepay- 
ment agencies. Many—probably a 
majority—of our Blue Cross lead- 
ers feel that Blue Cross cannot do 
this alone. I believe now that a 
national plan including federal 
governmental financing of some 
degree is necessary and the Asso- 
ciation should work toward a plan 
to cover the serious needs of the 
more solvent aged. Whether the 
money needed for federal subsidy 
is raised through the social secur- 
ity tax or some other mechanism 
is a matter about which we in hos- 
pitals and medical work should 
not be primarily concerned. We 
can all have our individual feel- 
ings about what is the proper way 

(Continued on page 116) 
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UA 


by JACK MASUR, M.D. 


ered November a nonpartisan, 
nongovernmental Commission 
on National Goals, which had been 
appointed by President Eisenhower 
to “develop a broad outline of co- 
ordinated national policies and 
programs” and to “set up a series 
of goals in various areas of national 
activity’, presented the result of 
its deliberations. The report, en- 
titled “Goals for Americans’’, was 
designed to encourage informed 
discussion by the American public, 
as an essential democratic way of 
leading to national consensus. It is 
a remarkable document, encom- 
passing a wide range of problems 
in modern American society and 
our role in the current world situ- 
ation. 

In somewhat the same fashion, 
though in a much narrower scope, 
we in this Association have an op- 
portunity to devote ourselves in 
the coming year to a re-examina- 
tion of some of the major goals for 
American hospitals. All of us rec- 
ognize the need for informed dis- 
cussion by the American public on 
the vital role of hospitals as a na- 
tional resource in building Ameri- 
ca’s health—and thus the strength, 
productivity and progress of our 
nation in this time of international 
disquiet. 

A wise observer of the contem- 
porary scene has remarked that we 
live in an era when society and 
medicine are interacting with a 
vengeance. We are in an age of 
unparalleled scientific progress, 

“Jack Masur, M.D., is director, Clinical 
Center, National Institutes of Health, Be- 


thesda, Md., and president of the Ameri- 
can Hospital Association. 
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Masur on his induction as president of 
the American Hospital Association at a 
meeting of the House of Delegates, 
September 27, 1961, in Atlantic City, 
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with occasional technological spec- 
taculars. Our people want the 
benefits of medical research. They 
want care as a right, not as a 
special privilege. The big question 
before us is how to achieve a suit- 
able balance between the quantity 
and quality of medical care within 
the available resources of person- 
nel, facilities, organization and 
money. 


NATIONAL HEALTH AND HOSPITALS 


Our hospitals are at the core of 
the nation’s health program, and 
they are the real point of growth 
of the future medical care for the 
214 million people we shall have 
by the end of this decade. Two 
years ago, we admitted 23.5 million 
patients to hospitals; last year we 
admitted 25 million. In fact, the 
total days in hospitals per capita 
has increased 50 per cent in the 
last three decades. Most of this 
care is now paid through a variety 
of what we call “third parties”. 
As more and more patients come to 
us and as the economic pressure on 
the third parties increases, we shall 
be subjected to more searching 
scrutiny—more and more atten- 
tion, some good, some bad, but none 
indifferent. 

The American Hospital Associa- 
tion has earned its present position 
of prestige, because of its signifi- 
cant achievements in striving for 
better hospital care for all our peo- 


or American 


ple. The Association continues to 
grow as a center of hospital affairs. 
We are all reaping more benefits 
from the Association’s programs of 
expanded services, thus enabling 
the number hospitals to improve 
the quality of care for the sick. 
Our Association staff, our commit- 
tees, our councils, our Board of 
Trustees all have a greater chal- 
lenge than ever. I am confident 
that in the course of their construc- 
tive deliberations they will guide 
wisely all of us who are perplexed 
by the troubles of our time. 

I have a little book of ‘ideas to 
brood about”. From it, I have 
chosen a series of goals. 

The first goal is: 

To achieve improved public 

understanding of the higher 

cost of better hospital care. 

It is a fact that hospital costs 
have gone up 111 per cent during 
the past 10 years. It is also a fact 
that the quality of hospital care 
has gone up to a much greater de- 
gree. But we must face up to the 
unpleasant situation that although 
the American people want the best 
that modern medicine can provide, 
many people do not accept the 
fact that this higher quality has 
brought a justifiably higher cost. 


MORE ACCURATE IMAGE NEEDED 


We have an obligation to esta- 
blish a more accurate image of our 
hospitals. We—-the American Hos- 
pital Association—must impress 
upon every person in the nation 
that our hospitals stand ready 
every hour of the day and night to 
give superior medical care. We 
must impress upon patients, their 
families, third party agents and 
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hospitals 


regulatory officials that the quality 
of care and the economics of care 
are inseparable. We must tell our 
story day in and day out, month in 
and month out, year in and year 
out, so that every person can iden- 
tify his own self-interest when he 
pays his insurance premium—yes, 
even when he pays his taxes. In the 
last analysis, the public will make 
the choice of quality, by its under- 
standing of the costs involved and 
its willingress to pay for higher 
standards of service. 
The second goal is: 
To attain through regionaliza- 
tion a more effective approach 
to the responsibilities of plan- 
ning and operation of all hos- 
pitals by voluntary and gov- 
ernmental agencies. 


COLLECTIVE ACTION STRESSED 


In my travels to some of the 
regional meetings during the past 
year, I have stressed that hospitals 
cannot continue to claim an in- 
creasing share of the nation’s 
economy without more evidence of 
vigorous collective voluntary ac- 
tion through representative region- 
al organizations. Regional planning 
remains, for the most part, a paper 
pattern in the files of the Hill- 
Burton Hospital Survey and Con- 
struction agencies. We all know 
that factors of medical economics, 
civic pride, institutional autonomy 
and professional chauvinism have 
retarded the initiation and de- 
velopment of coordinated hospital 
systems. 

I recall that at a recent inter- 
national meeting, the astute Under- 
secretary of Health for Scotland, 
in an interpretative analysis of 
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hospital planning, deplored the dif- 
ficulties of making progress with 
very large committees—the prob- 
lems arising because of the tend- 
ency to include representation from 
the many interests that have to be 
placated and then, the seemingly 
inevitable proliferation of sub- 
committees. He remarked: “It is 
magnificently democratic, but it is 
not planning.” 

The origin of his comment is in 
a tale from World War I. Marshal 
Foch was reviewing for the first 
time a contingent of troops from 
the Highlands of Scotland. As the 
Black Watch went swinging by in 
kilts, with bagpipes skirling, he 
explained: “C’est magnifique! But 
it is not war.” 

Several months ago, a joint com- 
mittee of the American Hospital 
Association and the Public Health 
Service reported on the growing 
need for community planning 
agencies composed of lay leaders 
as well as health experts to help 
the community maintain and im- 
prove the quality of care as eco- 
nomically as possible, to stimulate 
construction of needed facilities, to 
discourage construction not needed 
and to assure more effective use of 
community funds by avoiding un- 
necessary duplication of highly 
specialized and expensive facilities. 

In September, the new Califor- 
nia law on regional planning went 
into effect. This step, and the pre- 
vious legislative action in New 
York, are hopeful signs, but ad- 
ministrators, physicians, trustees 
and state and local government of- 
ficials have a long way to go in 
shaping the sixties on the funda- 
mental problem of regional plan- 
ning and operation of hospitals. We 
are living in a great and challeng- 
ing present, and we face a more 
challenging future. As public serv- 
ice agencies, we must have a will- 
ingness to act when a problem is 
clearly defined and a course of 
action has been laid down. 

The third goal is: 

To integrate the concept and 

practice of rehabilitation as a 

component of adequate care. 


HOSPITAL’S ROLE IN REHABILITATION 


The patient who leaves the hos- 
pital with the designation “cured” 


is too frequently an emotional, oc- 
cupational, or physical cripple. The 
hospital’s responsibility should not 
end with the removal of cataracts, 
the amputation of a leg, or the 
partial restoration of a decom- 
pensated heart. Many patients ur- 
gently need continued help in 
learning to adjust themselves to 
the everyday requirement of mak- 
ing a livelihood in a world which 
has been greatly changed because 
of the disability which results from 
an illness. The techniques of physi- 
cal medicine, psychiatry and social 
vocational guidance are as impor- 
tant as the scalpel or digitalis. 
Forty-five years ago, in his presi- 
dential address in the early days 
of the American Hospital Associa- 
tion, Winford H. Smith, M.D., then 
the director of the Johns Hopkins 
Hospital, said: . if the hospi- 
tal system is to be thoroughly ef- 
ficient, more attention must be paid 
to the physically handicapped, 
whom we are constantly discharg- 
ing from the hospitals to lead use- 
less lives, or to return again and 
again because there is at present 
no comprehensive plan for placing 
these individuals in a proper en- 
vironment and for fitting them to 
lead fairly normal and useful lives 
. .. Just as a hospital is a well- 
organized, well-equipped unit for 
doing a specific work, so there is 
needed in every community of con- 
siderable size a_ well-organized, 
well-equipped unit or organization 
for meeting the problem of re-ad- 
justment, or re-education of those 
who are physically handicapped, 
thereby saving many from the use- 
less, dependent, aimless existence 
to which they are now condemned 
on account of the lack of some 
such system. ... The same problem 
has been and will continue to be 
with us and it must be solved.” 
Since 1943, we have had a fed- 
eral-state program of vocational 
rehabilitation, which has continued 
to grow in effectiveness. Neverthe- 
less, there remains a great deal 
more that could be done in the 
integration of hospital care with a 
series of professional services which 
can make the difference between 
success and failure in enabling the 
disabled person to help himself, to 
be rehabilitated into employment, 
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and thus rendered self-supporting 
. . or to be able to help take care 
of himseif. It has been said that it 
takes approximately 25 years to 
carry out a good idea; if I judge by 
the time elapsed since Dr. Smith’s 
remarks, we are long overdue in 
this aspect of improving our serv- 
ices in terms of human values, of 
effectiveness and of productivity. 
The fourth goal is: 
To develop a dynamic program 
for the health care of the aged. 


PROBLEMS OF THE AGED 


We now have more than 16 mil- 
lion persons age 65 years and over, 
representing a 35 per cent increase 
in the past 10 years. By the end of 
this decade, through a process of 
Sanitary or medicated survival, 
they will constitute an even greater 
number in our expanding popula- 
tion. There are many problems for 
these senior citizens, relating to 
employment practices, retirement 
policies, health care, housing and 
living arrangements, recreation ac- 
tivities and education programs. 

Less than half these older peo- 
ple have any type of hospital pre- 
payment coverage; yet they re- 
quire much more hospital care 
than younger persons. We have 
come to recognize that families in 
all income groups are potentially 
indigent if they lack adequate 
health care coverage. This is es- 
pecially true for the aged. 

The issue of establishing an ef- 
fective system of financing medical 
care has become a matter of po- 
litical turmoil. There are those who 
contend that the Administration’s 
legislative proposals for financing 
the medical care of the elderly 
through the social security mech- 
anism is the logical and most sat- 
isfactory approach. They maintain 
that other methods now in effect 
provide too little too late for the 
majority of old people, with their 
high prevalence of chronic illness, 
particularly arteriosclerosis, heart 
disease, cancer and rheumatism, 
and their greater need for health 
care. Others insist that the Kerr- 
Mills program of federal-state fi- 
nancing of medical assistance to 
the aged is the preferable method 
for the indigent and medically in- 
digent, and that this program, with 
voluntary health insurance for all 
others, will do the job. This As- 
sociation is on record as opposed to 
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the social security device, basically 
because it could involve further 
centralization of government 
through direct federal operation of 
a large medical care program. 

The protection of the aged for 
their health care costs is a matter 
of grave import to our partners in 
hospital affairs, the Blue Cross 
Plans. In recognition of their com- 
munity responsibilities, some of 
the Plans have been carrying a 
very heavy load in prepayment 
coverage of persons over age 65. 

The promotion of a satisfactory 
health program for 16 million old 
people is now an issue of con- 
science. Whatever decision may be 
made by the American people, 
through the democratic process by 
their elected representatives in the 
Congress, on the government’s role 
in financing of the health care of 
the aged, our aim will be to co- 
operate wholeheartedly in the im- 
plementation of an adequate hos- 
pital program with emphasis on 
early diagnosis, comprehensive 
treatment and rehabilitation tech- 
niques to reduce long-term disa- 
bility for these millions of elderly 
people. 

The fifth goal is: 

To extend existing accredita- 

tion programs and to activate 

new types of approval pro- 
grams. 


NEED FOR BROADER ACCREDITATION 


The Joint Commission on Ac- 
creditation of Hospitals will cele- 
brate its 10th anniversary next 
year. Under the leadership of Dr. 
Crosby and Dr. Babcock, it has 
made a great contribution to the 
improvement of the care of the 
patient. More than 80 per cent of 
all hospital admissions are to ac- 
credited hospitals. But we have 
much to do in the areas of very 
small hospitals, proprietary hos- 
pitals and mental hospitals. More- 
over, we are seeking ways of im- 
proving present standards and of 
developing new criteria for the ap- 
praisal of the quality of nonsurgi- 
cal care in all hospitals. 

Within our own Association 
membership there is a growing 
interest in the formulation of 
standards of approval for the man- 
agement and finance components 
of hospital administration. 

An accreditation program for 
nursing homes should also be a 


major objective. Approximately 
half a million older persons are in 
a nursing home, and we have rea- 
son to believe most of these people 
are receiving inadequate care and 
little medical attention. The num- 
ber of nursing home beds, espe- 
cially in proprietary institutions, 
may be doubled in this decade. 
Throughout this country there is 
a yearning for action in the de- 
velopment of a program for the 
improvement of the nursing home 
situation. 

There are other major goals for 
American hospitals in our list of 
never-to-be-finished business. I 
want simply to name some of them 
with the hope that they too may 
serve as suggestions for discussion 
and action in your metropolitan, 
state and regional associations. 

6. To encourage the integra- 
tion of psychiatric services in 
general hospitals. 

7. To increase the availability 
of benefits and services for 
ambulatory patients. 

8. To foster the development 
of group practice, in relation- 
ship to hospital care. 

9. To implement more fully 
the concept of home care for 
long-term patients. 

10. To accelerate research in 

hospital planning, design and 

management. 

11. To support the expansion 

of programs of continuation 

education, particularly for 
practicing physicians. 

12. To improve the prepared- 

ness of hospitals for mass cas- 

ualties. 

13. To participate more fully 

in international efforts for the 

betterment of hospital activi- 
ties in other countries. 

As I concluded my preparation 
for this address, I could not help 
but wonder whether perhaps I had 
omitted the most important goal 
of all. I recalled that the word “‘pa- 
tient” comes from “pati”, which 
means to suffer or endure. The 
very best definition of a hospital is 
embraced in the old Quaker ex- 
pression “bettering house”. 

14. Our most exalted goal al- 

ways has been and always 

will be, in the words of an old 

French saying: 

To cure, sometimes; 
To help, often; 
To console, always. 
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S CAN BE seen from its descrip- 
tion, coordinated planning 
depends for its success on hospitals 
being willing to govern some of 
their actions in accordance with 
over-all plans and recommenda- 
tions made by a central planning 
agency. It also requires that hos- 
pitals divulge details of their own 
planning and operations to a cen- 
tral planning group for purposes 
of research and for use in framing 
planning recommendations for oth- 
er hospitals. These requirements 
seem to create infringements on 
certain freedoms traditionally en- 
joyed by hospital managements, 
and therefore raise important is- 
Rosson L. Cardwell is associate director 
and director of research, Hospital Plan- 
ning Council for Metropolitan Chicago; 
Karl S. Klicka, M.D., is the director of the 
Council. 

The authors acknowledge their indebted- 
ness to Booz, Allen & Hamilton for mak- 
ing available their study from which much 
material was drawn in preparing Parts 1 


and 2 of this article on coordinated hospi- 
tal planning. 
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fre CASE 
FOR COORDINATED 
HOSPITAL PLANNING 


by ROSSON L. CARDWELL and KARL S. KLICKA, M.D. 





In the second part of a three-part 
article on area-wide hospital planning, 
the authors discuss the possible dis- 
advantages of coordinated planning 
from the individual hospital’s point of 
view, as well as the advantages of this 
type of planning both for the hospital 
and the community. 

In Part 1, which appeared in the 
November I| issue, the concept of long- 
range hospital planning was clarified 
and the merits of individual, coopera- 
tive and coordinated planning were 
discussed. 

In Part 3, to appear in the Decem- 
ber 1 issue, suggestions will be made 
for bringing hospital and physician 
interests into harmony with commu- 
nity requirements for successful hos- 
pital planning. 





sues as to the relationships that 
should most properly exist be- 
tween hospitals and the commu- 
nities they serve. 

From the hospital’s point of 
view, its choice becomes one of 
either continuing to work out its 
own destiny or becoming a mem- 
ber of a team. If the hospital de- 
cides to go its own way, it has the 
satisfaction of remaining fully in- 
dependent, but it runs the risk of 
failing to contribute most effec- 
tively to those community pur- 
poses for which it was originally 
established. If it decides to become 


a team member, it gives up some 
of its independence of action for 
the benefit of the team as a whole. 
But it can do this with the sure 
knowledge that an organized team, 
combining specialized functions 
and abilities under an over-all 
strategy, can accomplish a great 
deal more than a group of indi- 
vidual players, each playing the 
game in his own way. 


PLANNING AGENCY'S TASKS 


The plain fact is that in metro- 
politan areas, where hospitals are 
many and diverse, and where the 
population is growing, shifting and 
changing, hospital planning has 
become too complicated to be han- 
dled effectively on the basis of 
either individual planning or co- 
operative planning. Neither the 
individual hospital nor a group of 
cooperating hospitals has a view 
broad enough to encompass the 
total needs of the community. 
What is needed is a full scope view 
of the community and the careful 
application of research techniques 
in order to be able: (1) to measure 
the population’s changing needs for 
hospital care; (2) to determine 
what kind of a total hospital sys- 
tem will meet these needs most 
effectively and efficiently, and (3) 
to develop an over-all strategy 
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for keeping the hospital system 
continuously adapted to the com- 
munity’s changing needs. These 
tasks are beyond the power and 
resources of individual hospitals or 
small groups of hospitals, but they 
are tasks that need to be carried 
out before individual hospitals can 
do a good job of planning their 
own future. 

These complex tasks of metro- 
politan hospital planning can be 
performed by a central planning 
agency with a competent staff of 
planning specialists. But no matter 
how well conceived a series of 
over-all plans may be, they can- 
not be successfully implemented 
unless individual hospitals govern 
their actions in accordance with 
«them. If an individual hospital de- 
cides to function on a team basis 
and agrees to abide by area-wide 
planning criteria devised by a cen- 
tral planning agency, what exactly 
will it be giving up? And what 
will it be gaining? 


SOME CONCERNS CREATED 


The prospect of coordinated 
planning can create understand- 
able concerns on the part of hos- 


pitals as to its possible effects on 
them in the areas of independent 
action, control over their own des- 
tiny, competition with other hos- 


pitals, privacy and information 
burden. A careful examination of 
each of these potential problem 
areas will show what kinds of ad- 
justments an individual hospital 
might be asked to make in the in- 
terests of over-all community wel- 
fare under a coordinated planning 
arrangement. 

Independence of Action. A hospi- 
tal may fear that by fitting it- 
self into an over-all plan it will 
be limiting its own freedom of 
action. Although it is true that a 
hospital’s actions may be different 
under a coordinated planning ar- 
rangement than they would other- 
wise be, this does not in itself im- 
ply a loss of freedom. Hospital 
boards, administrators and med- 
ical staff members presumably are 
interested in community welfare 
or they would not be associated 
with a hospital. The fact that an 
outside agency of planning spe- 
cialists could give them a better 
view of where community welfare 
lies than they could develop them- 
selves would not limit their free- 
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dom, but in a sense would enhance 
it because they could then move 
forward with greater certainty 
and a clearer sense of purpose. 

The real stickler in the above 
line of reasoning, however, lies in 
the possibility of significant dif- 
ferences in the way “community” 
might be defined by an individual 
hospital as opposed to the central 
planning agency. Central planning 
agencies, by their very nature, are 
oriented toward welfare of the 
area’s population as a_ whole, 
whereas individual hospitals have 
traditionally focused their atten- 
tion on serving a “community” 
consisting of only a small segment 
of the area’s total population. 
Coordinated planning, therefore, 
might require that many hospitals 
stretch their viewpoints to cover 
a much wider “community” than 
has been their custom. 

This stretching of viewpoint can 
be a major adjustment for a hos- 
pital board of trustees to make, 
especially if their hospital has a 
long tradition of service to a par- 
ticular geographical, religious or 
ethnic group within the total pop- 
ulation. It means that they must 
learn to balance their allegiance 
between the particular group they 
have always served and the total 
group that needs service, and to 
take into account the hospital care 
needs of both the part and the 
whole in arriving at their deci- 
sions. Most difficult of all, in cases 
where a conflict arises between 
total community welfare and the 
welfare of the particular group 
they have been serving, they must 
learn to give greater weight to the 
total community need and, when 
necessary, to sacrifice smaller in- 
terests to it. 

Such an adjustment in viewpoint 
will not be easy for some hospi- 
tals to achieve, but a central plan- 
ning agency can make the adjust- 
ment easier by keeping before the 
hospitals a clear picture of what 
the total community need is and 
what its implications are for the 
programs of individual hospitals. 
Moreover, the central planning 
agency has a responsibility to see 
that its own plans and recommen- 
dations are not based solely on 
paper calculations of total need 
but reflect, as well, a balancing of 
the developmental needs of indi- 
vidual institutions along with the 


calculated hospital care needs of 
particular subgroups within the 
total population. 

Control Over Own Destiny. A hos- 
pital may fear that it would not 
be able to develop as well or as 
fast under an over-all plan as it 
could on its own. A community- 
service oriented hospital, however, 
cannot very well view its own 
development outside the context 
of the community it serves. If the 
community cannot use additional 
services or provide financial sup- 
port for hospital expansions at the 
rate desired by individual hospi- 
tals, each acting independently 
then some of those additions or 
expansions ought not to take place. 
A planning agency that can cor- 
rectly gauge the rate at which ad- 
ditional services should be pro- 
vided should not be regarded as 
an obstacle to hospital ambitions 
but rather as a safeguard against 
miscalculation of need. 

It should be pointed out, tuv, 
that certification of need by a 
planning agency will help to ex- 
pedite the achievement of hospital 
expansion plans when those plans 
are clearly in the community in- 
terest. Thus, instead of hindering 
achievement of individual destiny, 
coordinated planning can help hos- 
pitals to avoid the costly mistake 
of overextension and can give a 
welcome boost to hospitals with 
well conceived plans. 

Competition with Other Hospitals. 
A hospital may fear that by 
subjecting itself to an over-all 
plan it runs the risk of losing 
ground relative to other hospitals 
in its area. In the case of some 
hospitals this fear may be well 
founded. If community welfare 
were to require that a large hos- 
pital postpone an expansion until 
a smaller hospital could expand to 
a more efficient size, then a cen- 
tral planning agency would have 
little choice but to encourage the 
smaller hospital and, at least tem- 
porarily, to discourage the larger 
hospital. But hospitals who, be- 
cause of their own ambitions or 
competitive feelings would resist 
recommendations that were clearly 
in the over-all interest, would be 
guilty of serious confusion as to 
what their proper aims should be 
as public service institutions. 

It can be argued with consider- 
able cogency that in the hospital 
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field competitive attitudes are un- 
healthy and should be avoided. If 
unchecked, such attitudes could 
lead to construction of many un- 
necessary beds, continued use of 
obsolete facilities, unnecessary 
duplication of costly equipment 
and area-wide inefficiencies of op- 
eration. A valid guide for hospi- 
tals in assessing their own position 
is how well they are discharging 
their responsibility to the com- 
munity rather than how large, or 
new, or well equipped they are in 
comparison with other hospitals. 

Privacy. A hospital may fear that 
demands for information by the 
central planning agency will re- 
sult in an invasion of the hospi- 
tal’s privacy. It is certainly true 
that a central planning agency 
cannot carry out its necessary 
functions without detailed infor- 
mation from hospitals. But wheth- 
er supplying this information will 
violate a hospital’s valid right to 
privacy is subject to serious ques- 
tion. 

The most important issue in- 
volved here is the extent to which 
hospitals, as public service insti- 
tutions, should be entitled to pri- 
vacy in the conduct of operations 
that involve substantial amounts 
of community funds. Although 
secrecy of operations and the 
withholding of future plans from 
competitors are accepted and per- 
haps necessary practices in some 
forms of business enterprises, they 
can produce waste, inefficiency, 
unnecessary duplication and mis- 
use of community resources when 
practiced in the hospital field. The 
fact that hospital boards of trus- 
tees are composed largely of suc- 
cessful businessmen may explain 
past tendencies toward perpetu- 
ation of these practices among 
hospitals, but cannot justify the 
continuation of such _ practices 
when it can be clearly shown that 
they run counter to the general 
community interest. 

Another side of the same issue 
is the right of the community to 
know what is being done with the 
funds it contributes, both directly 
and indirectly, to hospitals. When 
hospitals accept money from a 
community in the form of capital 
contributions, annual operating do- 
nations, or payment for services, 
they assume an obligation not only 
to use those funds wisely in cre- 
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ating a community service, but 
also to keep the community in- 
formed as to the state of current 
operations and future plans. Thus, 
secrecy is inconsistent with the 
basic character of a public service 
institution. 

Information Burden. The fear that 
information demands may place 
an additional burden on already 
overloaded hospital staffs is a valid 
worry—and one that should be 
of concern to the central plan- 
ning agency, as well as to hos- 
pitals. The extent of this burden 
can be reduced by careful research 
planning on the part of the cen- 
tral planning agency along the 
following lines: (1) use of data 
already provided by hospitals to 
other agencies, wherever possible; 
(2) scheduling of information re- 
quests at reasonable and conve- 
nient intervals, with sufficient ad- 
vance notice of each request; (3) 
coordination of information re- 
quests with those of other agencies 
seeking similar information, in or- 
der to eliminate duplicating de- 
mands on the hospitals; (4) 
streamlining of information re- 
quests so that only data essential 
to planning research is requested; 
and (5) use, where possible and 
feasible, of a trained field staff for 
collection of detailed, technical 
data that may be required. 

Even with careful planning, the 
central planning agency cannot 
hope to eliminate all of the infor- 
mation burden from hospitals be- 
cause much of the needed data can 
be obtained only from the in- 
stitutions themselves. Coordinated 
planning, therefore, does repre- 
sent some potential cost to hospi- 
tals in terms of staff time and 
possible inconvenience. Whether or 
not this cost is regarded as a bur- 
den will depend in large part on 
what the hospital gets in return 
for it. So the next question be- 
comes: what does a hospital stand 
to gain from a coordinated plan- 
ning arrangement that might rep- 
resent a satisfactory return for its 
relatively small investment of 
staff time and its limited losses of 
independence and privacy? 


ADVANTAGES TO HOSPITALS 


Aside from those already men- 
tioned or implied, the principal 
advantages of coordinated plan- 
ning to individual hospitals would 


occur in the following areas: deci- 
sion making, facilities planning, 
occupancy levels and fund raising. 

Decision Making. Coordinated 
planning can greatly simplify the 
difficult process of decision mak- 
ing for hospitals, especially for 
long-range planning decisions. As 
was mentioned in Part 1 of this 
article, the two top decision areas 
—community need and hospital 
objectives—become much more 
difficult for the individual hospital 
as the hospital system increases in 
complexity. This fact is borne out 
by the results of the survey of 
long-range planning among hos- 
pitals, also mentioned in the first 
part of this article. It is highly 
significant that when hospitals 
were asked what areas of planning 
gave them the most trouble, more 
frequent mention was made of 
forecasting problems (in the areas 
of community development, needs 
for hospital services and medical 
care trends) than any other prob- 
lem areas. These are the very 
problems with which a central 
planning agency is _ specially 
equipped to deal and on which it 
can provide objective, competent 
guidance. Hence, under a coordi- 
nated planning arrangement, hos- 
pitals can expect expert help with 
the most difficult and most impor- 
tant decisions they must make. 

Facilities Planning. A major cause 
of waste in the hospital field 
lies in unnecessary duplication of 
facilities. Not only do unused fa- 
cilities represent a misuse of the 
funds that were used to build 
them, but they create problems for 
the hospitals who have _ them. 
Empty beds and infrequently used 
equipment add to operating costs 
without contributing correspond- 
ingly to hospital revenue. And, 
having been built or installed 
long before they are actually 
needed, they can become obsolete 
by the time the community is 
ready to make really effective use 
of them. 

Coordinated planning, by ap- 
plying modern research techniques 
to the problem of over-all com- 
munity need, can greatly reduce 
the likelihood of unnecessary dup- 
lication of facilities. Individual 
hospitals by following the recom- 
mendations of the central planning 
agency, can therefore save them- 
selves the effort and frustration of 
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planning, financing, building, staff- 
ing and operating facilities that 
will turn out to be unnecessary 
and underutilized. 

Occupancy Levels. For effective and 
efficient hospital operation, occu- 
pancies should consistently be at 
an intermediate level rather than 
unusually high or low. High occu- 
pancies lead to overcrowding, with 
a possible reduction in the quality 
of care provided. Low occupancies 
lead to inefficient use of staff, in- 
adequate spreading of fixed costs 
and, of course, reduced revenues. 

By preventing the construction 
of unnecessary facilities and by 
guiding the hospital system in its 
adjustment to changing commu- 
nity needs, coordinated planning 
helps hospitals throughout the 
system to avoid persistently low 
occupancies. Similarly, by stimu- 
lating the addition of beds where 
and when they are needed, coor- 
dinated planning helps all hospi- 
tals to avoid excessively high oc- 
cupancy levels. Thus by being able 
to avoid both extremes of occu- 
pancy, each individual hospital 
can operate more efficiently and 
the system as a whole can provide 
better service. 

Fund Raising. Once a hospital has 
made its plans and is prepared to 
move ahead with them, it has the 


OLDEST NAVAL HOSPITAL 
MARKS 125TH YEAR 


difficult job of raising the neces- 
sary money from its community. 
Responses to the long-range plan- 
ning survey mentioned earlier in- 
dicated that almost two-thirds of 
the voluntary hospitals rely on 
community campaigns as a princi- 
pal means of financing building 
plans. More than one-half of the 
responding hospitals also listed 
capital fund raising as a major 
problem in long-range planning. 

Coordinated planning can help 
hospitals with their fund-raising 
problems in two ways. First, by 
helping hospitals in the same area 
to dovetail their expansion and 
modernization plans and to coor- 
dinate their fund-raising sched- 
ules, the central planning agency 
can help to eliminate competing 
fund drives. Simultaneous, rival 
hospital campaigns only confuse 
the community and weaken the 
financial response to each of the 
competing institutions. Under a 
coordinated planning arrangement, 
each hospital would have a clear 
field at the time it was ready to 
approach its community for funds. 

Second, through its program of 
reviewing and endorsing hospitals’ 
plans, the central planning agency 
can bolster substantially an indi- 
vidual hospital’s basis for re- 
questing funds from its commu- 


When the Chelsea (Mass.) Naval 
Hospital first opened its doors in 1836, 
United States Navy personnel paid 20 
cents per month—withheld from their 


pay—to finance its operation. This, according to a 125th anniversary announce- 
ment from the hospital, may well have been the first “health insurance program” 


in U.S. history as well as the first ‘withholding tax”. 


In 1960 the 887-bed Chelsea hospital admitted 8171 sailors, marines, 
soldiers, airmen and their dependents, and counted more than 82,000 out- 
patient visits, at a cost to the government of $2,750,000. The hospital's original 
building, which had 100 beds, still stands. It has been doubled in size and now 


serves as a nurses quarters. 


Commemorating its 125 years of service as a naval hospital last month, the 
hospital recalled its history and staged a week-long program of anniversary 
events. Among Chelsea's distinctions is the fact that it is the oldest naval hospi- 


tal in continuous service. During the first nine months of 1918. the hospital 
admitted 1247 influenza victims in the great epidemic of that year. During 
World War Il, Chelsea’s admissions rose from 279 in 1939 to 2700 in 1943. 


Among the patients was John F. Kennedy, then a lieutenant in the naval reserve, 


who was treated for wounds suffered in the Pacific. 
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nity. There is already evidence 
that individual and corporate do- 
nors alike are having difficulty in 
evaluating the validity and worth 
of the many requests for funds 
presented to them by hospitals. An 
official endorsement by an objec- 
tive planning agency, therefore, 
should go far toward convincing 
potential donors that a particular 
hospital project is worthy of gen- 
erous support. Individual hospitals 
whose plans match well with the 
over-all picture of community 
need can be assured of strong 
support from the central planning 
agency when it comes to seeking 
funds for implementing their 
plans. 

From the foregoing exploration 
of advantages and disadvantages, 
it would seem apparent that indi- 
vidual hospitals have a great deal 
to gain from a coordinated plan- 
ning arrangement and relatively 
little to lose. 


ADVANTAGES TO COMMUNITY 


The case in favor of coordinated 
planning is clear cut from the 
community’s point of view as well. 
Some of the specific major advan- 
tages to the community that can 
result from this type of planning 
arrangement are: 

@ More adequate care 

@ More accessible care 

@ Lower costs of care 

@ Lower community investment 
in hospital facilities 

®@ More flexible system 

@ More efficient system 

@ Greater assurance that fu- 
ture needs will be adequately met. 

Against these major advantages 
stand two questions of justifiable 
concern to all communities with a 
large group of already existing, 
independent hospitals: 

1. How can existing hospitals 
be brought within the framework 
of a unified system without im- 
pairing local initiative and leader- 
ship? 

2. What implications does coor- 
dinated hospital planning have for 
medical staffs of hospitals and 
how can the cooperation of physi- 
cians be obtained? 

These questions will be explored 
in Part 3 of this article, to appear 
in the December 1 issue of this 
Journal, which presents the re- 
quirements for a successful com- 
munity program of coordinated 
hospital planning. a 
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FOR BABIES 


FOR NURSES 


Armstrong 


Isolation Pi 
Infant Incubator 


MADE TO SPECIFICATIONS OF THE HOSPITAL TEAM RESPONSIBLE FOR INFANT CARE 








SAFEST FOR BABIES BECAUSE — 

@ forced air circulation and extra 
large micro air filter provide the 
ultimate in isolation. 

® front lid opening minimizes loss 
of conditioned atmosphere and 
protects baby from drafts. 

@two thermostats maintain uni- 
form temperatures and eliminate 
possibility of incubator over- 
heating. 

® water reservoir and ductwork can 
be autoclaved. 

® oxygen limiting device is built-in 
feature. 


EASIEST FOR NURSES BECAUSE — 


® quick access is provided through 
any of four hand-hole openings. 


®baby can be placed in either 
Trendelenburg or Fowler posi- 
tion without opening incubator. 


®cleaning and maintenance are 
simplified — body and ductwork 
are constructed of stainless steel. 


| ' @ accessories such as nebulizer, 

<= oxygen cylinder holder and in- 

ae Be gaa epee travenous rod are included and 
a. : conveniently located on unit. 


now manufactured 


and serviced by Bot 
offic . | 


OHIO CHEMICAL & SURGICAL EQUIPMENT CO., Madison, Wis.; OHIO CHEMICAL PACIFIC COMPANY, Berkeley, Calif. (Divisions of Air Reduction Company, Inc.) 


For more details, please request Bulletin No. 2500-A. 
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HEAD NURSE and ward clerks check their records against those from the accounting office. 


COST € 


by JULIE KRIEGEL, R.N. 


WO YEARS AGO the nursing 

service at the Methodist Hos- 
pital, Texas Medical Center, Hous- 
ton, reorganized its system for 
control of storeroom supplies. Be- 
fore that time, control had been 
relatively ineffective. Supplies 
were ordered each week, and rec- 
ords were kept on the nursing 
units of the number of items or- 
dered. Each month the controller 
provided nursing supervisors with 
a total amount spent by each unit, 
but personnel on the units were 
not familiar with these figures. If 
they did hear the figures quoted at 
a meeting, they had little mean- 
ing. Nurses were unable to asso- 


Julie Kriegel, R.N., is assistant director 
of nursing, the Methodist Hospital, Texas 
Medical Center, Houston. 
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ONTROL 


NURSE’S STATION 





A cost-control program conducted by 
the nursing service of a large teaching 
hospital produced two benefits, accord- 
ing to the author: (1) it reduced the 
costs of supplies used by nursing units 
and (2) it enabled nursing personnel 
to relate unit cost to unit use. The pro- 
gram produced greater awareness of 
costs and more desire to control costs, 
the author states. 





ciate a total cost figure with the 
supplies which they were using. 
This does not mean that the 
nurses didn’t talk about economy. 
They did, at nearly every meeting 
held with Methodist Hospital 
nurses. “Be conservative.” “Don’t 
waste.” “Anticipate your needs.” 
“Teach your personnel economy.” 
These were our slogans. We talked 


a lot, but costs kept increasing. 
Obviously, the economy program 
needed reorganization. Con- 
sequently, the following questions 
were asked. 

1. How much responsibility for 
cost control had really been given 
to each employee? 

2. Did each employee have the 
facts she needed? 

3. Did she know the cost of the 
supplies she was using? 

4. Did she know, for example, 
how many pencils her unit had 
ordered in a year and how much 
they had cost? 

5. Can costs be controlled ef- 
fectively without this information? 

6. Wasn’t our system compar- 
able to buying groceries without 
knowing the price of the items, or 
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ee ad : 
SAFER... .Sterilization is reduced to a 
mathematical certainty. Maximum removal of 
air with full steam penetration is assured. 
There can be no doubt! 


HIGHER CAPACITY... «Sterilizers 
may be loaded to full capacity . . . an increase 
of about 25% for every existing dry goods 
sterilizer. 


HIGHER SPEED...Typical dry 

oods cycle is just 15-20 minutes from start to 

ish. Compare this with the 60-to-120 minute 
cycles now in use. 


FITS UNITS NOW IN USE... 
Exclusive console design permits conversion 
of most existing field sterilizers . . . protects 
your investment by extending the usefulness 
of present equipment. 


HIGHER TEMPERATURE... 
Fast-killing temperatures up to 275° F. can be 


used routinely for fabric sterilization, with less 
deterioration than by conventional methods. 


LONGER LIFE...Shorter exposure 
to higher temperatures means that sterilized 
goods last longer... you save on replacement 
costs. 


WIDER APPLICATION... Air 
evacuation is so efficient, the cycle so shortened, 
that it now becomes routine procedure to proc- 
ess many items formerly difficult or impossible 
to sterilize in steam. 


POST-VACUUM DRYING... 
Vacuum evacuates all steam and condensate at 
cycle’s end. Load is completely dry, cool, and 
safe from contamination... before sterilizer door 
is opened. 


WRITE TODAY FOR COMPLETE DETAILS. 


Cartte— 
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signing a lease for an apartment 
without knowing the amount of 
the rent? These comparisons may 
seem ridiculous, but hadn’t we 
been just as blind in our approach 
to control of supplies? 


LOGICAL PLACE TO START 


Evaluation of the frequency of 
ordering seemed a logical place to 
start reorganizing the economy 
program. Supplies had always 
been ordered on a weekly basis, 
but it was thought that monthly 
orders would have several advan- 
tages. One, less time would be 
spent by nursing personnel in or- 
dering and putting away supplies. 
For another, fewer requisitions 
would be used. Three, there 
would be one set of requisitions 
per month for each unit with one 
total cost figure. 

Storage space for a month’s 
supplies presented a _ problem. 
Typically, nurses always think 
that they are short of space! The 
first comment of the nursing per- 
sonnel was, “Where would we put 
a month’s supplies? There just 
isn’t any more room!” However, 
there was a closet on each of the 
two postpartum units and one 
closet in the labor and delivery 
unit. These closets were used for 
extra linen, pillows, perineal lights 
and many other items, as well as 
for storage of storeroom supplies. 
The supervisors and head nurses 
started thinking of ways to reor- 
ganize, and positive suggestions 
soon followed. Why not store the 
perineal lights in the closets in the 
patients’ rooms? Steps would be 
saved. Gradually, we “found” 
space for everything that had 
been kept in the closets, other 
than storeroom supplies. 

The two postpartum units have 
one supplies budget, so their sup- 
plies could be stored in one closet, 
and nursery supplies could be 


Figure No. 1—Requisition record. 


stored in the other closet. Extra 
shelves in the labor and delivery 
closet would almost double its 
storage capacity. Nursing super- 
visors decided to keep the closets 
locked, but to have keys available 
for the evening and night super- 
visors. 


A USAGE STANDARD 


Next, it was necessary to estab- 
lish an approximate usage stand- 
ard for these supplies. Supplies are 
listed on the storeroom requisi- 
tions, and when they are ordered, 
the quantity of the particular item 
needed is indicated. Supplies that 
are similar are listed on the same 
requisition form because there are 
separate requisitions for paper 
goods, office supplies and rubber 
goods and glassware. 

It seemed logical to set up 
standards according to the same 
groupings. Several meetings and 
much planning by the head nurses 
and their ward clerks were re- 
quired to establish these stand- 
ards. There are some 120 items 
used on the postpartum units, 200 
in labor and delivery and 100 in 
the nursery. After these standards 
were established, the ward clerks 
prepared a requisition record book 
for each unit. It was decided to in- 
clude in this book (see Fig. 1, be- 
low) a record of the item, its unit 
cost, amount on hand, amount on 
back order and the total cost of the 
month’s order. 

Since the storeroora returns 
priced copies of requisitions to the 
nursing service with the filled or- 
ders, prices were -taken from re- 
cent requisitions and recorded in 
the record book. The storeroom 
department has published a price 
catalogue, but its value is limited, 
however, because these prices are 
subject to variation. A yearly 
budget, based on expenditures in 
previous years, had been pre- 


January 


pared for each unit, so the nurs- 
ing service broke it down to 
amounts of money available for 
each unit each month. Personnel 
reaction to this program was in- 
teresting. Initial preparation of 
the books seemed tedious, but in- 
terest increased as nurses started 
collecting and recording prices of 
items they were using. Comments, 
such as “I had no idea a hemostat 
cost so much,” were common. 

The ability to correlate monthly 
orders with the monthly allotted 
budget really aroused interest and 
cooperation. Now we were dealing 
with terms that everyone could 
understand. A head nurse had a 
specific amount of money to spend 
in a month. She knew what was 
needed to run her unit, she knew 
the cost of the items needed. Now, 
we had facts to present and dis- 
cuss which everyone could appre- 
ciate, and we were ready to hold 
intensive inservice training ses- 
sions. Head nurses and supervi- 
sors held 10- and 15-minute meet- 
ings with their personnel. One 
narrow phase of the economy 
program was discussed at each 
meeting. Consequently, personnel 
learned about the supply price 
lists, the record book and the 
monthly budget. 

Specific items were chosen for 
emphasis. For instance, during 
one month, labor and delivery had 
a higher incidence of thermometer 
breakage than usual. The head 
nurse held a meeting with her 
personnel. “Last month,” she told 
them, “we ordered 15 thermome- 
ters at 46 cents each, for a total cost 
of $6.90. We budgeted for six ther- 
mometer replacements a month. 
What can we do about this break- 
age?” As a result of this discus- 
sion, the labor and delivery head 
nurses developed a new procedure 
for cleaning thermometers. This 
procedure effected a significant re- 
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duction in thermometer breakage. 

This reorganization of supply 
procedures started nearly two 
years ago, The results have been 
rewarding. Figures 2 and 3 show 
the trend of supplies costs as re- 
lated to activity in two depart- 
ments, postpartum and nursery. 
Postpartum (see Fig. 2, right) 
shows a particularly dramatic de- 
crease in costs. In 1960, postpar- 
tum supplies cost one-third of the 
amount they did in 1957. In spite 
of a marked increase in emergency 
room visits, supplies costs are de- 
creasing. Clinic visits are less sig- 
nificant than emergency visits 
because relatively few supplies are 
used for the clinic visits. 

Costs in the nursery (see Fig. 3, 
right) went up in 1959 as the 
infant days increased, and then 
decreased sharply in 1960, ending 
up below the cost in 1957. In labor 
and delivery, supplies costs in 
1960 were 32 per cent less than in 
1957, but deliveries decreased by 
only 8 per cent. 

This reorganization of our sup- 
plies procedures has made possible 
reductions in our supplies budgets. 
Still further reductions are antic- 
ipated next year. 

Each month the controller sends 
the nursing service an account of 
all expenses charged to each of its 
units. These accounts are avail- 
able to nursing personnel, and they 
check these totals against the to- 
tals in their record books (see 
photo, page 64). If discrepancies 
are found, files in the accounting 
office are made available to them 
for further checking. The post- 
partum and emergency room ward 
clerks perform these functions; in 
the nursery, the head nurse; in 
labor and delivery, a licensed vo- 
cational nurse. 


HOW MUCH TIME? 


How much time does this take? 
Are nursing personnel taking time 
for cost control which should be 
spent at the bedside? Much time 
was spent in setting up the pro- 
gram, but once the system is in 
operation, it is relatively simple 
and takes very little time. The 
ward clerks on the postpartum 
units spend about two hours to- 
gether each month checking sup- 
plies, preparing their requisitions 
and totaling costs. The nursery 
head nurse spends 30 minutes per 
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month, Labor and delivery has a 
much larger budget which re- 
quires about four hours of work 
a month. The head nurses approve 
the requisitions and submit them, 
with the total costs, to their super- 
visors, 

This experience illustrates the 
value of a businesslike approach 
to a routine hospital procedure. It 
demonstrates that effective man- 
agement can result from applica- 
tion of specific knowledge and 
techniques to routine procedures. 
Hospital personnel have a tend- 
ency to envy industries for their 


precise business practices but to 
excuse themselves, because they 
think they don’t have time for 
such practices. Approximately the 
same amount of time now is spent 
on storeroom supplies as was spent 
two years ago. However, the time 
is used more productively. 

At the Methodist Hospital, we 
are interested in the application of 
these principles to other areas. 
Should drugs, maintenance and 
laundry expenses be controlled in 
a similar manner? We think that 
they should be, if it is practical to 
do so. 4 


Figure No. 2—Postpartum unit supplies costs. 
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Figure No. 3—Nursery supplies costs. 
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eguijment and subhly review 





New product descriptions in- 
cluded in this section are con- 
densed from reports furnished 
by manufacturers and distribu- 
tors. Descriptions are included 
here for informational pur- 
poses and such inclusion does 
not constitute endorsement by 
the American Hospital Asso- 
ciation. 











Electronic body function recorder 
(22F-1) 

Manufacturer's description: This medical 
electronic system can, at 2 minute 
intervals, automatically measure 
and record the temperature, pulse 
rate, respiration rate and diastolic 
and systolic blood pressures of a 





postoperative patient. A headpiece, 
which is worn by the patient, con- 
tains the three transducers used to 
make measurements. Minneapolis- 
Honeywell Regulator Co., Dept. 
H22, Minneapolis, Minn. 


Electric salad maker (22F-2) 

Manufacturer's description: Capable of 
preparing 2 lbs. of vegetables per 
minute, this salad maker also en- 
ables 1 lb. of hard cheese to be 
grated every 2 minutes, and with 


%, of 


the aid of a meat grinder attach- 
ment, the machine will grind 2 
lbs. of raw or cooked meat in 1 
minute. The grater requires only 
11 x 15 in. of counter space, pro- 
vides a heavy-duty, air-cooled 42 
h.p. motor, is equipped with 4 in- 


p If you wish to have your name sent direct to the manufacturers of products 
and distributors of literature described in this review, check the appropriate 
items on this coupon, sign your name and address, clip and mail to the Edi- 
torial Department of HOSPITALS, J.A.H.A., 840 North Lake Shore Drive, 


Chicago 11, Illinois. 





PRODUCT NEWS 


Electronic body function recorder 
(22F-1) 
—Electric salad maker (22F-2) 
Patching machine (22F-3) 
—Muscle stimulator (22F-4) 
Sterile disposable diapers (22F-5) 
Aerosol cleaning agent (22F-6) 


__.._Vinyl carpet (22F-7) 


_Laboratory incubator (22F-8) 
_Nurses call system (22F-9) 
Ligatures (22F-10) 

_Hospital pharmacy system (22F-11) 
Nebulizer (22F-12) 


PRODUCT LITERATURE 


Cellular hospital blanket (22FL-1) 
-Laboratory accessories (22FL-2) 
Floor cleaning systems and 
equipment catalogue (22FL-3) 
Wheeled equipment (22FL-4) 
_laboratory glassware (22FL-5) 
Movable walls (22FL-6) 


NAME and TITLE 


HOSPITAL 


ADDRESS__ 





Pillow speakers (22FL-7) 


____Floor maintenance (22FL-8) 


_Patient transfer system (22FL-9) 

__Two-way radio (22FL-10) 

_Disposable bubble oxygenator 
(22FL-11) 

_Disposable needles (22FL-12) 


(Please type or print in pencil) 
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terchangeable steel cutting drums, 
features a feeding hopper and 
pusher block made of shockproof, 
boilproof, hygienic nylon and is 
balanced on nonslipping rubber 
supports. Varco, Inc., Dept. H22, 
Jersey City, N.J. 


Patching machine (22F-3) 

Manufacturer's description: Capable of 
being converted from a permanent 
property mark machine to a heat- 
seal patching machine by means 
of a three-section plate holder, 
this electrical device is especially 
useful in marking date lines, des- 
ignation for storage and distribu- 
tion. The patching platen is 4 x 
3% in., can mend large areas with 
the use of tapes and successive 
applications of the sealing platen 


and the complete unit is equipped 
with patches of fabrics and tapes 
in various sizes, widths and colors. 
Textile Marking Machine Co., Inc., 
Dept. H22, 2204 Erie Blvd., Syra- 
cuse, N.Y. 


Muscle stimulator (22F-4) 
Manufacturer's description: This device, 


generating a unidirectional nega- 
tive-going, modified square wave 
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stainless steel POLAR WARE serves you best 


Polar Ware was the originator of stainless steel 
clinical utensils — a development that dates back 
to 1926. And over the years Polar Ware has con- 
tinued to lead the way in the application of 
stainless steel for hospital service. 


You see examples here of Polar craftsmanship in 
metal — clinical utensils that are without seams 
or weld lines that might harbor bacteria, that can 


be autoclaved without injury, that are all but 
indestructible in use, and that are anatomically 
designed to be right for patient service and 
comfort. 


To put the economy of this functionalism and 
durability to work for you, contact the supply 
house men who call. You'll find the best of them 
carry Polar Ware. 


POLAR WARE 


*3500 LAKE SHORE ROAD/SHEBOYGAN, WISCONSIN 


*415 Lexington Ave. 
New York 17, N. Y, 





Offices in Other Principal Cities 


Merchandise Mart— Chicago 54 *800 S. Santa Fe Ave. 
*Designates Office and Warehouse 


Room 1455 Los Angeles, Calif, 


NOVEMBER 16, 1961, VOL. 35 69 





HILL-ROM COMPANY, INC. e BATESVILLE, INDIANA 
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Bedfall Accidents 
Drastically Reduced 


with Hill-Rom 
Safety Sides and Hilow Beds 


Bip A Oe ONO WE 


Hill-Rom Safety Sides provide the safest and easiest way for the 


ambulatory patient to get out of bed. Patient simply grasps the 
handrail and braces until steady. 


Hill-Rom Safety Sides 
help the patient to turn 
and move about in bed. 
Patients in a sitting posi- 
tion are protected by the 
Safety Sides, which move 
upward with the backrest 
as it is elevated, 


Hospitals throughout the country report gratifying reductions 
in bedfall accidents after equipping patient rooms and wards 
with Hill-Rom Hilow Beds and Safety Sides. 

Hill-Rom Safety Sides serve as a reminder as to “‘nearness’’ 
to edge of bed, and thus protect the patient from injury due to 
falling out of bed. They also provide excellent support in moving 
and turning in bed, and for the ambulatory patient for getting 
into and out of bed. Hill-Rom Safety Sides fit any bed, without 
the need for shims or other adjusting device. 

Instruction Manual No. 1, by Alice L. Price, R.N., M.A., 
Nurse Consultant for Hill-Rom, gives complete information. 
Sent on request. 


The all-electric hilow bed shown in the above 
illustration is listed by Underwriters’ Labora- 
tories, Inc., re-examination service, for use 
with oxygen administering equipment. 








pulse adjustable from 20 to 80 
volts, is powered by batteries with 
a charge life of approximately two 
weeks. Designed to replace the 
lower leg brace on hemiplegic pa- 
tients, this portable transistorized 
stimulator is used to eliminate the 
drag-and-shuffle gait typical of 
hemiplegic patients. Theratron 
Corp., Dept. H22, 263 Griggs Mid- 
way Bldg., St. Paul 4, Minn. 


Sterile disposable diapers (22F-5) 
Manufacturer's description: Specifically 
designed for infants under 10 lbs., 
these disposable diapers are chem- 


ically sterilized, with each individ- 
ual package containing 12 folded 
diapers. An embossed polyethylene 
backing on each diaper serves as 
an effective moisture barrier and a 
firm anchor for pinning. Johnson 
& Johnson, Dept. H22, New Bruns- 
wick, N.J. 


Aerosol cleaning agent (22F-6) 

Manufacturer's description: Consisting of 
a special aerosol adapter, which 
fits any standard floor polishing 
machine and a specially formulated 
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floor maintenance agent, this 
aerosol spray dries quickly and al- 
lows a high gloss wax to be applied 
immediately in one operation. The 
cleaning agent can be used safely 
on any manufactured flooring, in- 
cluding asphalt, rubber, vinyl, 
vinyl asbestos, cork, linoleum and 
wood. Universal Research Corp., 
Dept. H22, 15 S. 21st St., Phila- 
delphia 3, 


Vinyl carpet (22F-7) 

Manufacturer's description: Practical for 
use both outdoors and indoors, this 
vinyl carpeting provides a nylon 
reinforced base fabric which adds 
strength to the carpet. A surface 
finish will reduce dirt pick-up, 
soiling and tracking, and for ease 
in installation, a heat-seal iron 
with special cover is also available. 
The carpeting is available in red, 
white, rose beige, turquoise, apri- 
cot, grey, gold, green and charcoal 


in 54-in. widths. U.S. Rubber Co., 
Dept. H22, 1230 Ave. of the Amer- 
icas, New York 20. 


Laboratory incubator (22F-8) 

Manufacturer's description: Designed to 
take the place of a standard labo- 
ratory wall case, this combination 
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incubator and embedding oven is 
12 in. deep and has a temperature 
range from slightly above ambient 
to 60°C. Control tolerance is with- 
in %° C. or better, and the en- 
closed radiant wall heating results 
in a minimum of gradient from 
the extreme corners of the cham- 
ber to within 1° C., or better. Lab- 
line, Inc., Dept. H22, 3070 W. Grand 
Ave., Chicago 22. 


Nurses call system (22F-9) 
Manufacturer's description: Fully tran- 
sistorized and voice operated, this 


STERILE AND READY 


TO USE 


equipment provides electronic eye, 
ear, voice nurse-patient communi- 
cation from one central station or 
strategically located duty stations 
with all patients. The electronic 
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device controls conversations from 
the master station without relays, 
and a pulsed tone—in addition to 
the visual signal—is automatically 
cut off by station pushbuttons when 
a patient call is answered. Perry- 
Briggs Co., Dept. H22, 4135 W. 
150th St., Cleveland 35. 


Ligatures (22F-10) 
Manufacturer's description: These liga- 


tures feature a plastic dispenser 


reel that aids the surgeon in hav- 
ing precise control while ligating 
and reduces ligature preparation 
time in the operating room. Al- 
though the reel runs freely, it can 


be braked with slight pressure of 
the surgeon’s thumb, which re- 
duces any danger of the surgical 
gut receding or springing out. Fea- 
turing a pliant inner reel that pro- 
vides protection for the ligature 
material, the reel is also radio- 
opaque for extra safety and is 
packed in a sterile foil container. 
Ethicon, Inc., Dept. H22, Somer- 
ville, N. J. 


Hospital pharmacy system 
(22F-11) 


Manufacturer's description: This system 


consists of specially designed med- 


ication boxes, a special drug sta- 
tion and drug cart, forms, supplies, 
procedures and the service of con- 
sultants. It applies such features 
as prepackaging, metal name plates 
for each patient, special control of 
narcotics, etc. Prewer Pharmacal 
Engineering Corp.. Dept. H22, 9138 
West Chester Pike, Upper Darby, 
Pa. 


Nebulizer (22F-12) 

Manufacturer's description: Used with 
cold nebulization, the relative 
humidity level averages approxi- 
mately 44 per 

cent at body 

temperature, 

and with heated 

nebulization, 

relative humid- 

ity of 100 per 

cent is achieved 

at body tem- 

perature. In ad- 

dition, oxygen 

concentrations 

of 40 per cent, 70 per cent, or 100 
per cent can be attained. Permit- 
ting an interchange of accessories, 

(Continued on page 78) 





all the advantages 
of sparkling 
clear plastic 


BANQUET COVERS 


Vous 


This new price applies to three stand- 
ard-sized covers, which have large enough 
sales volume to permit mass production 
Price is now just slightly 
over one-third the former price of our 
custom-sized covers. 
to 10”. 


techniques. 


from 8” 


® Low heat conductivity keeps hot 
foods hot longer 


®@ Smooth, sanitary, no-dent 
surfaces. Attractive appecrance 


® Quiet, light weight, easy to 


handle. Less clatter than metol 


®@ Withstand 205° temperetures. 
Send for information about new standard-sized covers 
Custom-sized covers in a complete range of sizes. 





NOW 


For plate sizes 


HOSPITALS’ 
YEAR AROUND 





ALSO: Muffin, side-dish or salad cov- 
ers; cup, platter and nappy covers; 
pan covers; juice glass covers; cake parent. 





ATTENTION HOSPITALS 
Low cost standard-sized covers also made 
in POLYPROPYLENE. 
But more pliable, quieter and 
80°. 


Slightly less trans- 








covers. Individual packet sugar tray. 


Pp: s to 2 





Pikes Peak Plastics, Ine. 
Colorado Springs, Colorado 





Your personal copy of the 1961 Guide 
Issue, Part II, of HOSPITALS, 
J.A.H.A., attractively bound in a hard 
cover. Price is only: $12.50. 

Order Control Division, American 
Hospital Association, 840 North Lake 
Shore Drive, Chicago 11, Illinois. 
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@ Situation critical: Cardiac arrest. Action required 
. . and fast! Within seconds a team of specialists is 
on the way to the patient’s room. 

This is an actual case history and instant voice 
paging saved a life.* Other calls in this system reach 
staff doctors, interns, residents, maintenance personnel 

MOTOROLA VOICE RADIO PAGING GETS THE MESSAGE THROUGH __... instantly and privately, anywhere in the hospital 
or adjacent grounds. 

No matter who is being paged, Motorola Voice 


Radio Paging gets the message through. This is the 
fast, reliable, personal paging system with the complete 
voice message. There is no need for time-consuming 
call backs . . . No bells, lights or blaring public 


address cails . . . No one is disturbed. 
Only the person paged hears the message . . . and he 


hears it on the spot from his completely transistorized 

Paging Receiver. Get all the facts. Write today. 

*Write for #90-18, “Paging Saves Life at Mount Sinai.” 
MOTOROLA | DAHLBERG 
HOSPITAL COMMUNICATIONS SYSTEMS 


COUNTS 


DR. HOLDEN—EMERGENCY 
ROOM 302 
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Before you buy x-ray equipment... 


Take 


a look 
at 





total cost 


rice takes on a new perspective when you consider the 
gue cost of x-ray equipment—-not just what it costs 
to buy, but what it costs to keep it going over the years. 
Unpredictable repair bills can add substantially to the total 
cost of “low bid” equipment. 

General Electric equipment is precision engineered and 
quality built to assure the absolute minimum in mainte- 
nance. One proof of this is the fact that G-E offers Planned 
Maintenance Service. PMS is a contract which, for a fixed 
monthly fee, covers all labor costs for periodic check-ups 
and maintenance, as well as emergency service during office 
hours. General Electric is one manufacturer that stands 
behind its equipment with a written contract. 

Obviously the total cost is the most important figure 
to keep in mind when you are comparing prices on x-ray 
apparatus. General Electric quality and service make it 
possible for you to do this wisely. 


Progress /s Our Most Important Product 


GENERAL @@ ELECTRIC 


HOSPITALS, J.A.H.A. 





HACKLEY HOSPITAL, MUSKEGON, MICH. 

. where a busy, modern X-Ray Department serves efficiently 
and dependably. First in the U. S. to utilize Planned Maintenance 
this hospital has found that General Electric quality 
year after year. 


Service, 
workmanship proves dollars-and-cents value, 





Keep your eye on the total cost of your 

new apparatus—not just what you initially 
pay for it, but what you might have to 

pay to operate it over a period of years. 
General Electric helps take the guesswork 
out of total cost. Here’s one example of 

our confidence in our equipment: 


S 


PLANNED MAINTENANCE SERVICE 


year-round “preventive medicine” keeps 
your G-E x-ray equipment in top-shape... 


PERIODIC TUNE-UP PREVENTS TROUBLE 

. . . With G-E Planned Maintenance Service you are always sure 
of performance from x-ray equipment. We employ and train our 
own servicemen who check and adjust electrical parts; replace 
them if faulty; do all necessary cleaning; adjust and lubricate 
mechanical parts; adjust and confirm radiographic calibration. 
All without charge for labor. Your regular, fixed PMS fee fully 
covers their work. 


REGULARLY SCHEDULED SERVICE 
EXTENDS EQUIPMENT LIFE 
. . . How often your own G-E x-ray ap- 
paratus receives periodic care is gov- 
erned by type of unit and your work 
load. Each PMS visit is carefully planned 
in keeping with your wishes so as not to 
disrupt schedules. PMS-protected equip- 
ment rarely needs emergency service: 
You rule-out most unexpected break- 
Litho in U.S.A downs by systematic preventive care! 





: OUT PATIENT 


Emergency service during office 
hours provided free of extra cost! 


G-E Planned Maintenance Service pro- 
vides speedy emergency help when the 
occasion arises. You can forget going 
through channels—save valuable time— 
since no purchase order is necessary. 
Emergency service is yours during busi- 
ness hours simply for the phone call to 
your General Electric x-ray office! 

This holds true whatever the cause of 
difficulty, even when brought about by 
operator error; you pay only for parts; 
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not a cent where functional adjustment 
can restore operation. 

Planned Maintenance Service is a 
G-E exclusive — exclusively for General 
Electric x-ray equipment! Proven means 
for minimizing your x-ray maintenance 
costs. For further information, contact 
your G-E x-ray representative. 


Progress /s Our Most Important Product 


GENERAL @@ ELECTRIC 








Equipment and supply review 
(Continued from page 72) 


including a choice of relief valves 
for catheter or mask systems, either 
large or small bore tubing may be 
used, depending on conditions. An- 
other feature is a patented push- 
button orifice cleaner, which makes 
it possible to clean the orifice with- 
out interrupting service. The 
nebulizer can be autoclaved in its 
entirety. Puritan Compressed Gas 
Corp., Dept. H22, Kansas City, Mo. 


from the ground UP 





fneduct Iiepature 


SEE COUPON, PAGE 68 


Cellular hospital blanket (22FL-1) 
—This circular illustrates and de- 
scribes the advantages and proper- 
ties of a cotton cellular thermal 
blanket. The circular details the 
economy, weightlessness, warmth, 
resilience, lint-free qualities, laun- 
derability and also includes a chart 





Every Colson wheel chair component is precision- 
made to last longer..to prove that quality costs less 
in the long run. Buy once . . buy the best . . Colson. 


New! Telescopic Leg Rests for Wheel Chairs 

Provide extra safety, comfort and convenience . . easily 
added to almost any chair. Slide in and out from under 
the seat .. never interferes with folding, adjusts auto- 
matically to any angle, any length. Pad also adjusts 
itself to a comfortable position under the calf. Write 


today for our FREE wheel chair catalog. 


THE COLSON CORPORATION 7S. Dearborn St. - Chicago, Ill. 


Plants: Jonesboro. Arkansas ; Somerville, Massachusetts ; Elyria, Ohio 












































comparing weights, thickness and 
thermal efficiency of the cellular 
cotton blanket with other types of 
hospital blankets. Merryknit Sals. 
Co., Dept. H22, Old Greenwich, 
Conn. 


Laboratory accessories (22FL-2) 
Showing complete specifica- 
tions and listings on laboratory ac- 
cessories, this catalogue is available 
to those interested in industrial, 
educational, medical, or scientific 
laboratory applications. The de- 
tailed information includes photo- 
graphs and sketches showing di- 
mensions and sizes on items such 
as plumbing fixtures, drain fittings, 
hardware fixtures and electrical 
fixtures. Brown-Morse Co., Dept. 
H22, Muskegon, Mich. 


Floor cleaning systems and equipment 
catalogue (22FL-3)—Janitorial 
cleaning concepts, equipment, price 
lists and descriptive information 
on several wash, wax and mopping 
systems are contained in this eight- 
page catalogue. The Market Forge 
Co., Dept. H22, Everett, Mass. 


Wheeled equipment (22FL-4)—Pre- 
senting a standard line, plus four 
new linen service carts, designed 
in both two-shelf and three-shelf 
styles, this illustrated, 28-page 
catalogue also includes descriptions 
of collector carts, two-wheeled 
hand trucks, shelf carts, platform 
trucks, maids’ carts and canvas 
bags. Paul O. Young Co., Dept. 
H22, Line Lexington, Pa. 


Laboratory glassware (22FL-5)— 
Listing more than 3000 laboratory 
glassware items, this 294-page, 
illustrated book also features a 
wide range of various plastic ac- 
cessories. Individual items in the 
catalogue range from a simple test 
tube to a complicated and intricate 
automatic pipet apparatus. Request 
single copy on hospital letterhead. 
Kimble Glass Co., Div. of Owens- 
Illinois, Dept. H22, Toledo 1. 
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Movable walls (22FL-6)—The mov- 
able walls featured in this colorful 
brochure provide upright posts of 
extruded aluminum which hold 
stain-resistant plastic finished 
panels in a variety of sizes and 
finishes. A patented locking princi- 
ple permits attachment of all types 
of utility fixtures. Workwall, Div. 
of L. A. Darling Co., Dept. H22, 
Bronson, Mich. 


Pillow speaker (22FL-7)—A mag- 
netic speaker and a dynamic pillow 
speaker are featured in this two- 
color catalogue sheet, which out- 
lines specifications and features of 
both types of private listening de- 
vices. The literature also lists vari- 
ous models of the two units, which 
are widely used in hospitals, rest 
homes and private institutions. 
Communications Accessories Div. 
of Telex, Inc., Dept. H22, Telex 
Park, St. Paul 1, Minn. 


Floor maintenance (22FL-8)—The 
information outlined in this book- 
let has been compiled so that vari- 
ous products for floor maintenance 
will produce the desired results. 
Included in the booklet are items 
dealing with care of equipment, 
resilient, nonresilient and wood 
floors, available floor maintenance 
products and unusual and problem 
floors. Franklin Research Products, 
Dept. H22, Philadelphia, Pa. 


Patient transfer system (22FL-9)— 
The patient transfer system de- 
scribed in this brochure differs 
from most in that the patient is 
never lifted, either manually or by 
mechanical means. Instead, the 
lateral movement to or from pa- 
tient beds, surgical tables or re- 
lated equipment meves only the 
pad upon which the patient rests 
and which remains with the pa- 
tient throughout all transfers. 
American Sterilizer Co., Dept. 
H22, Erie, Pa. 


Two-way radio (22FL-10)—This 
brochure illustrates and describes 
a two-way radio coordination con- 
sisting of individual base stations, 
located in community hospitals, 
which transmit to mobile two-way 
radios in physician vehicles or am- 
bulances. All of the radio systems 
are tuned to the same frequency 
which evolves giving radio com- 
munication through any local base 
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station. Radio Corp. of America, 
30 Rockefeller Plaza, Dept. H22, 
New York 10. 


Disposable bubble oxygenator (22FL- 
11)—Described in this booklet is a 
disposable bubble type oxygenator 
for use in association with a blood 
pump as an artificial heart-lung 
apparatus to provide extracorpo- 
real circulation of blood. It is sup- 
plied in a sealed plastic bag which 
provides sterility to the outside as 
well as the inside of the oxygena- 








EMERGIKART 


RESUSCITATOR 
INHALATOR 


ASPIRATOR 


Speed in handling 
resuscitation emergencies 
/s vital 


tor. Abbott Laboratories, Dept. 
H22, North Chicago, IIl. 


Disposable needles (22FL-12)—This 
booklet contains questions and an- 
swers on functional performance 
and also considers the questions 
of what controls and safeguards 
can best protect patients. The ma- 
terial also includes information on 
the sharpness of the sterile dispos- 
able needle point. Becton, Dickin- 
son & Co., Dept. H22, Rutherford, 
N.J. 





Highly mobile (mounted on 4” rubber casters), the EMERGIKART 
can be quickly guided to the site. It is ready to use in seconds. This inex- 
pensive, lightweight hospital floor resuscitator includes all of these features: 


®@ Automatic. positive-negative cycling resuscitator 
@ Inhalator for breathing patients — with adjustable rate control 


@ Aspirator with finger-tip control of suction level 


Oemical 


OHIO CHEMICAL & SURGICAL EQUIPMENT CO., Madison, Wis.; OHIO CHEMICAL PACIFIC CO., Berkeley, Calif.; OHIO CHEMICAL 
CANADA LIMITED, Toronto, Ont.; AIRCO COMPANY INTERNATIONAL, New York City (Div. or subsidiaries of Air Reduction Co., Inc.) 


Ask for a copy of our new 
resuscitator catalog by writing 
Dept. H-11. 
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| Ipeeggem pharmacists are men 
and women of varying de- 
grees of training and experience 
in their specialty and the demand 
for competent specialists in this 
field has been growing by leaps 
and bounds. Although more actual 
compounding, perhaps, of pre- 
scription and drug manufacturing 
goes on in hospital pharmacies 
than in other types of pharmacies, 
the qualifications to be looked for 
in a pharmacist competent to di- 
rect pharmaceutical service in a 
hospital today should go far be- 
yond competence in compounding 
and dispensing. These are rapidly 
becoming minor duties for chief 
pharmacists and even for some of 
their associates. 

These skills are important, of 
course, but because of the chang- 
ing character of medical care pro- 
cedures, in general, and the trans- 
fer of the manufacturing function 
of pharmacy to the drug industry 
to an ever greater extent, the hos- 
pital pharmacist who directs the 
function of pharmacy must be a 
competent administrator and he 
should have more than a passing 
acquaintance with the other dis- 
ciplines that are today uniting to 
produce the quality of medical 
care which distinguishes the su- 
perior from the mediocre. He must 
be especially equipped to deal 


Robert P. Fischelis, Pharm.D., Sc.D., is 
a pharmacy consultant in Washington, D.C. 
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Contemporary 
Hospital 
Pharmacy— 


fhatmacy sevice 


SECOND OF THREE ARTICLES 


its current 


status and problems 


by ROBERT P. FISCHELIS, Pharm.D., Sc.D. 





In this article, the second in a series 
of three on contemporary hospital phar- 
macy, the author presents a critical 
review of the entire profession of phar- 
macy, with special attention being 
given to the current problems of hos- 
pital pharmacy. 

The first article of the series, in the 
October 16 issue of this Journal, dis- 
cussed the origin of hospital pharmacy 
and how it evolved into a specialty. 

The final article in the series, which 
will analyze trends and possible future 
developments in hospital pharmacy, 
will be published in the December 16 
issue of this Journal. 





with problems arising out of hos- 
pital pharmacy’s relations with 
drug manufacturers. 


MANUFACTURERS AND HOSPITALS 


The relations of drug manufac- 
turers with hospitals are becom- 
ing more important from several 
standpoints. This has been em- 
phasized rather clearly by Her- 
man and Anne Somers in their 
recently published study under 
the auspices of the Brookings In- 
stitution from which the follow- 
ing paragraphs in the chapter 
entitled “The New Role of the 
Drug Industry” are quoted:? 

“The new factor in the current 
situation is the dominant position 
of the pharmaceutical manufac- 
turer and his far greater capacity 
for both good and ill. 


“These large and remarkably 
profitable corporations have trans- 
formed the traditional function of 
the pharmacist and exercise a 
profound influence over medical 
practice. The druggist is no longer 
primarily a compounder of pre- 
scriptions formulated by a local 
doctor. By 1956 it was estimated 
that more than 80 per cent of 
his drug sales were prefabricated 
products. His usual job is to count 
out the capsules and transfer them 
from a big container to a small 
one. 


A QUALITATIVE CHANGE 


“The rise in volume and price 
of retail pharmaceuticals has been 
such that the individual pharma- 
cist has benefited financially. Nev- 
ertheless, vis-a-vis the manufac- 
turer, his part in the industry 
has been conspicuously declining. 
There were, in 1957, fewer drug- 
stores per capita in the United 
States than in 1890, and there has 
been a decline in the number of 
licensed pharmacists. By contrast, 
the 92,000 persons employed in 
the manufacture of drugs in 1954 
represented a more than three- 
fold increase over 1929. Employ- 
ment in the big pharmaceutical 
companies has changed qualita- 
tively as much as quantitatively. 
In 1957 there were 380 physicians 
working for the drug houses and 
the total number of employees with 
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graduate degrees in medical or 
allied sciences was 3000 as com- 
pared with 300 only 20 years 
earlier. 

“Moreover, in spite of the vast 
increase in drug sales, the drug- 
stores now account for a relative- 
ly smaller proportion of the total 
distribution of drugs. In 1929 they 
accounted for nearly three-fourths 
of the wholesale value of prescrip- 
tion pharmaceuticals, while 13 
per cent went to hospitals and dis- 
pensaries and another 13 per cent 
to doctors. A survey published in 
1956 reported that only 56 per 
cent went to drugstores, 24 per 
cent to hospitals to be dispensed 
as part of hospital services, and 
20 per cent to physicians. 

“More subtle and more serious, 
and therefore more controversial, 
is the effect of the new industry 
on the character of medical prac- 
tice. As already indicated the new 
drugs have served the doctor well. 
They have equipped him with in- 
valuable weapons against infecti- 
ous diseases and some emotional 
disorders. As they have increased 
his effectiveness, they have in- 
creased his productivity and his 
income—as well as creating a 
source of new income through per- 
sonally administered injections 
and other medications. 


LIFE SPAN OF DRUGS 


“On the other hand the doctor 
has found it difficult to keep up 
intelligently with the therapeutic 
qualities of the mounting flow of 
new products. The knowledge of 
drugs he acquired in medical 
school is often obsolete. Austin 
Smith, M.D., president of the 
Pharmaceutical Manufacturers As- 
sociation (PMA), reports that 90 
per cent of the drugs currently 
prescribed have been introduced in 
the last 20 years; 40 per cent 
could not have been filled five 
years ago. The life-span of the av- 
erage new drug is said to be two 
to five years. The turnover has 
been running at a pace to over- 
whelm the competence of the av- 
erage practitioner. In most cases 
his chief source of information 
comes from the promotional activi- 
ties of the drug houses. If the drug- 
gist no longer fabricates prescrip- 
tions, it is because the average 
doctor no longer writes them; 
he prescribes prefabricated com- 
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pounds, and he prescribes them by 
a brand, rather than the generic, 
name. 

“The manufacturers direct their 
promotional activity at the doctor, 
as it is he who makes the decisions 
for the consumer. The pressure to 
educate the doctor regarding the 
attributes of new products is vig- 
orous and relentless. Evidence at 
the 1959-60 Senate antitrust hear- 
ings on the drug industry indicat- 
ed that it spends about a fourth 
of the sales dollar on promotion 
—about $4000 a year per doctor. 
The medical journals glitter with 
colorful advertisements and skill- 
fully portrayed human dramas 
showing how a new drug has re- 
invigorated the depressed house- 
wife, relieved the once-gnarled 
arthritic and calmed the hyper- 
tensive businessman. Some 15,000 
‘detail men’ or sales representa- 
tives visit doctors continuously— 
about one for every 10 physicians 
in private practice. 

“The medical profession and the 
pharmaceutical industry are now 
inescapably interdependent. We 
cannot return to the old days 
when the individual doctor decid- 
ed what drugs would be fabricated 
for him by the corner druggist. 
Science and specialization have 
made it inevitable that the dis- 
covery and development of new 
medications will take place in re- 
search laboratories and their pro- 
motion in specialized manufactur- 
ing centers. 

“The important question is the 
character of the essential collabo- 
ration between physician and 
drug manufacturer—the part to 
be played by each. Will the prac- 
ticing physician accept or reject 
the role of uncritical advertiser 
and dispenser of inadequately 
evaluated products? Can the drug 
industry as a whole adopt a so- 
cially responsible role commensu- 
rate with its acknowledged impor- 
tance in medical care? Can the 
nation afford—and will it long 
permit—its doctors to be com- 
pletely dependent for their knowl- 
edge and use of essential drugs 
on the competitive pressures of 
commercial enterprise with nei- 
ther professional nor public ac- 
countability?” 

These comments carry some 
highly significant implications for 
hospital pharmacy and point up 


a new role for the hospital phar- 
macist. 

It is well known that it is no 
longer possible in most instances to 
purchase the bulk material from 
which dosage forms of patented or 
otherwise controlled drugs could 
be prepared and dispensed in a 
hospital pharmacy. Although the 
character of some of our new drugs 
is such that dispensing in a retail 
or hospital pharmacy without lab- 
oratory control over the finished 
product, which the manufacturer 
possesses, would not be feasible, it 
is a fact that many details of dis- 
pensing now built into the prefab- 
ricated product could be supplied 
in a good dispensing pharmacy, 
such as is found in most hospitals 
of any size. 

In hospitals where the phar- 
macy undertakes to supply paren- 
teral solutions, the manufacturing 
facilities are usually of a mag- 
nitude to permit all control test- 
ing necessary to assure compliance 
with official standards for identity, 
purity, strength and _ sterility, 
where required. If such facilities 
are not available, the hospital 
pharmacy should not undertake 


to manufacture such dosage forms. 


A FURTHER COMPLICATION 


Identification of drugs by pro- 
prietary titles, in addition to 
specification of the name of the 
manufacturer, is further compli- 
cated by manufacturers in coin- 
ing and trade-marking names for 
the dosage forms in which the 
products are supplied. Dosage 
forms in many cases carry an ad- 
ditional trade-mark identification 
such as “kapseal,” “enseal,” “span- 
sule,” etc. This involved proprie- 
tary nomenclature, with its at- 
tendant multiplication of items to 
be kept in stock, has caused hos- 
pital pharmacy and therapeutics 
committees to advocate prescrib- 
ing drugs by nonproprietary titles 
wherever possible, and has been 
largely responsible for develop- 
ing the hospital formulary con- 
cept. The pros and cons of this 
situation, especially as it bears on 
costs of drugs to patients, have 
been aired to a considerable ex- 
tent in the Congressional hearings 
conducted by the subcommittee on 
Antitrust and Monopoly of the 
Senate Judiciary Committee. 

The position of the manufac- 





turer in this situation is some- 
what precarious. He is the pro- 
ducer of 90 per cent of the pre- 
scription products prescribed. It 
is estimated that 85 per cent 
of the prefabricated prescription 
items prescribed are identified on 
prescriptions by his proprietary 
names. He has been setting the 
wholesale price of his products 
and suggesting the price to the 
consumer. He issues the literature 
about the drugs he manufactures. 
In his price schedule, he includes 
his over-all cost of the drug, plus 
allowances for further research to 
produce new drugs, plus allow- 
ances for all promotion, profits, 
dividends to stockholders, obso- 
lescence, contributions to health 
education and welfare and other 
contingencies. He has become the 
main source of funds for carrying 
on activities which should prob- 
ably be shared to a much greater 
extent by others. 


GROWING PUBLIC AWARENESS 


The public is becoming con- 
scious of the fact that much of 
his benevolence is being built into 
the price it pays for prescribed 
drugs and since drugs are paid 
for by people who are sick, the 
public reaction becomes increas- 
ingly unfavorable. The Pharma- 
ceutical Manufacturers Associa- 
tion (PMA) is rapidly becoming 
the dominating trade and profes- 
sional association in the field of 
pharmacy because it has relative- 
ly unlimited funds with which to 
provide staff and services. Its 
funds are derived from dues 
which are prorated on the dollar 
volume of business of individual 
members. If more association ac- 
tivity seems to be indicated, the 
dues can be increased and the in- 
crease presumably can be passed 
on to the consumer of drugs. 

If the industry wishes to carry 
on some special activity, it can 
set up special organizations to do 
so. Witness the organization 
of the National Pharmaceutical 
Council (NPC) to combat brand 
substitution; the organization of 
the Health Information Founda- 
tion (HIF) to supply basic in- 
formation on availability and 
meeting costs of private medical 
care; the Health News Institute 
(HNI) to provide public informa- 
tion favorable to the industry, and 
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the American Foundation for 


Pharmaceutical Education (AFPE). 


No other group in American 
pharmacy has so much power be- 
cause no other group is in a posi- 
tion to supply the finances to do 
the things that generate power. 

Pharmaceutical manufacturers 
support the medical and pharma- 
ceutical press through advertis- 
ing. This includes association jour- 
nals, such as those published by 
the American Medical Association 
(AMA), American Hospital As- 
sociation (AHA), American Phar- 
maceutical Association (APhA) 
and the National Association of 
Retail Druggists (NARD). They 
support drug exhibits fostered by 
medical, hospital and pharmaceu- 
tical associations. They support 
medical and pharmaceutical edu- 
cation and academic research 
through contributions, fellowships 
and research grants. All this can 
lead to dictatorship, benevolent or 
otherwise, and it is well to pause 
from time to time to make sure 
that public reaction may not be 
such as to kill the goose that is 
laying the golden eggs. 


PROPOSED LEGISLATION 


Some eminent members of the 
medical profession, who occupy 
important positions in medical 
colleges and in teaching hospitals, 
have expressed themselves rather 
forcefully in favor of proposed 
legislation intended to change our 
patent laws, the antitrust laws 
and the Food, Drug and Cos- 
metic Act, in an endeavor to cor- 
rect the matters complained of, 
and the AHA has endorsed some 
of these proposed changes. 

Notable among these proposals 
is that which would extend the 
authority of the Food and 
Drug Administration to determine 
whether a new drug for which 
an application is filed is efficacious 
as well as safe for use in the con- 
dition for which it is reeommend- 
ed. At present, the FDA is charged 
with determination of safety of 
new drugs before an application 
to place them on the market can 
become effective. The FDA has no 
legal authority now to determine 
the efficacy of the drug, but it is 
hard to understand how it is pos- 
sible to prove safety without also 
determining efficacy. 

Representatives of the PMA and 


the AMA have appeared before 
the Kefauver Committee to argue 
against giving the FDA authority 
to determine efficacy of new drugs. 
Representatives of both organiza- 
tions have expressed the fear that 
passing on efficacy might lead to 
barring new drugs from becoming 
available because the FDA would 
tend to extend its authority by 
trying to determine relative effi- 
cacy of new drugs as compared 
with drugs already on the mar- 
ket, and denying applications on 
the ground that the new drug in 
question is not needed because 
other drugs with the same thera- 
peutic effect are already on the 
market. 

Presumably no_ self-respecting 
manufacturer of prescription drugs 
would consider marketing a drug 
that is not efficacious according to 
accepted medical standards. 


RELATIVE EFFICACY AND FDA 


The secretary of Health, Edu- 
cation, and Welfare in his testi- 
mony before the Kefauver Com- 
mittee gave assurance that the 
Food and Drug Administration is 
not interested in determining the 
relative efficacy of any drug. Fur- 
thermore, the proposed legislation 
does not provide for the determi- 
nation of relative efficacy. 

It would seem that no more 
powerful endorsement of a new 
drug could be cited than a state- 
ment to the effect that it has been 
found by the Food and Drug Ad- 
ministration to be both safe and 
efficacious in the conditions for 
which it is recommended. 

A public endorsement by the 
drug industry of the proposal call- 
ing for required proof of efficacy 
as well as safety would go far in 
reestablishing public confidence 
which has been shaken somewhat 
by newspaper and magazine arti- 
cles growing out of testimony sup- 
plied at the public hearings that 
have been held so far. 

In general, the drug manufac- 
turers have been catering to hos- 
pitals since an ever-increasing vol- 
ume of their products are being 
used in hospitals. Some forms of 
medication require hospitalization 
of the patient for proper adminis- 
tration. Some drugs which are 
especially effective in certain con- 
ditions carry potential dangers to 
patients when used without ade- 
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quate supervision and continuous 
observation of the patient, which 
can be properly provided only in 
hospitals. There is keen competi- 
tion between manufacturers of 
drugs having the same or similar 
therapeutic effects. Preference 
given one brand of a drug or one 
type of drug over another in hos- 
pital practice carries a distinction 
which has valuable economic im- 
plications that are highly desired 
by drug manufacturers. 

As a result, many manufactur- 
ers engage the services of repre- 
sentatives who spend their time 
exclusively with hospitals. These 
representatives are frequently 
very competent as well as ag- 
gressive and it becomes necessary 
to match their competence and 
aggressiveness with protective 
counteractivity and careful study 
on the part of the pharmacists and 
physicians who are responsible for 
determining the limitation of the 
drug armamentarium of the hos- 
pital. Those who carry this re- 
sponsibility must have more than 
the ordinary undergraduate edu- 
cation in pharmacy, pharmacology, 
chemistry, toxicology and side re- 
actions of drugs. They must keep 
up with the literature and keep 
themselves informed through oth- 
er available sources. 

They must not only be compe- 
tent informants, but must also 
qualify as consultants. “The use 
of the term ‘drug consultant’ as 
applied to the pharmacist,” ac- 
cording to Brodie and Meyers, “is 
of rather recent origin, and one 
concludes that its general usage 
in much of the professional litera- 
ture does not carry a very precise 
meaning. Quite often when the 
pharmacist is cast in the role of 
the consultant, he would be more 
accurately portrayed as an infor- 
mant. A pharmacist can provide 
a physician with the name, source, 
dose, use, price, therapeutic equi- 
valents and physical properties of 
a drug, serving well as an in- 
formant, but actually falling con- 
siderably short of performing the 
service that a consultant might 
provide under the same circum- 
stances. The drug consultant in 
addition to the above information 
should be able to provide a dis- 
criminatory evaluation of the drug 
in question and supply a profes- 
sional judgment, if requested, re- 
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garding rational therapeutic use 
of the agent or equivalent agents. 
The term ‘therapeutic consult- 


ant’, as used by Miller, ‘denotes a 
discriminatory ability to compare 
the therapeutic properties of medi- 
cation and offer an unbiased opin- 
ion of the efficacy of a particular 
product for a given situation.’ ” 


THE CURRENT CONTROVERSY 


Because of the current contro- 
versy over the prescribing of 
drugs by nonproprietary titles and 
the position taken by the Amer- 
ican Hospital Association with re- 
spect to the Hospital Formulary 
System, it is essential that hos- 
pital pharmacists should be well 
informed on the status of drugs 
with respect to patents and trade- 
marks. The medical staff and the 
hospital administration should be 
able to depend on the pharmacist 
for accurate and reliable infor- 
mation in this area, This includes, 
of course, all possible obtainable 
information on drugs listed in 
the United States Pharmacopeia 
(USP), New and Nonofficial Drugs 
(NND) and other similar publica- 
tions, and supplied under non- 
proprietary titles. 

Cost differentials between pro- 
prietary and nonproprietary drugs 
must be viewed in the light of the 
assurance of quality and this re- 
quires investigation of the compe- 
tence of the source of supply. It 
also implies keeping in touch with 
federal and state law enforcement 
agencies to determine whether or 
not charges of adulteration or 
misbranding have been brought 
against producers of any of the 
drugs listed in the hospital for- 
mulary. 

These are among the duties 
which have been developed more 
recently for pharmacists in place 
of the actual manufacturing and 
compounding function. They imply 
an advisory relation to the pur- 
chasing department as well as the 
hospital staff. 

Hospitals have been criticized 
for overcharging patients for drugs 
in some instances. This grows out 
of a business policy which involves 
levying higher charges for the 
services of one department of the 
hospital to offset inadequate re- 
muneration for the services of an- 
other department to meet over-all 
costs. 


There is sufficient public criti- 
cism about high cost of drugs with- 
out adding to it by trying to make 
the hospital pharmacy carry the 
deficits of other departments. It 
is a part of the pharmacist’s duty 
to keep hospital administrators 
aware of public reaction to the 
costs of drugs. Enough testimony 
has been developed before the Ke- 
fauver Committee to affect the 
public relations of all who are con- 
cerned with supplying drugs. Hos- 
pitals are usually favored by the 
drug industry with special dis- 
counts on drug prices. This has 
become well known to the public 
through the disclosures at the Con- 
gressional hearings. It does not 
add to the prestige of the hos- 
pital, under these circumstances, 
to bill the patient for drugs at in- 
flated prices. More recently, it has 
become known that some drug 
salesmen have gained preference 
for their products over those of 
competitors by distributing liberal 
supplies of “free sample packages”’ 
as a bonus with orders supplied to 
hospitals. Drugs furnished in this 
manner without invoices carry no 
guarantee of compliance with drug 
laws. 

Because of its close association 
with the profession of pharmacy 
and the drug industry in general, 
organized hospital pharmacy is ex- 
pected to “go along” with the poli- 
cies of these groups. It may find, 
however, from time to time, that 
it cannot endorse the policies of 
other segments of the profession. 
The American Society of Hospital 
Pharmacists (ASHP) is therefore 
wise in having maintained its au- 
tonomy throughout its existence, 
even though it has been an affili- 
ate of the APhA and has worked 
very closely with the AHA and 
other related groups. Its remark- 
able growth has been due largely 
to the fact that its main objectives 
have been educational and profes- 
sional rather than political. 

Early in its history, the Society 
began to issue a publication which 
has now grown into the American 
Journal of Hospital Pharmacy and 
is recognized throughout the world 
as one of the best professional 
journals in the field of pharmacy. 
Although the journal and other 
publications of the Society have 
not ignored fundamental economic 
factors, their main objective has 
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been to record scientific and pro- 
fessional progress in a manner 
which has been truly educational 
for the membership. 

The development of the ASHP 
Formulary Service has been time- 
ly and well conceived. It does not 
endeavor to mold every hospital 
drug list into a pattern of arbi- 
trary conformity. It leaves each 
hospital staff free to choose the 
drugs which it considers essential. 
At the same time, it supplies all 
necessary information to enable 
hospital staffs, interns, nurses and 
pharmacists to keep abreast of the 
latest information on all drugs 
worthy of consideration. 

Another forward step taken by 
the Society in the past year was 
the naming of a full-time secretary 
and housing all of the administra- 
tive activities in the Washington 
office where it enjoys the facilities 
of the American Institute of Phar- 
macy (AIP). 


PHARMACY AT ITS BEST 


Of all the specialized groups in 
American pharmacy, the hospital 
pharmacists have the greatest op- 
portunity to fraternize and coop- 
erate with other members of the 
health team in serving the sick. 
This is a distinct advantage, but 
it also carries with it a very great 
responsibility: to represent phar- 
macy at its best to the allied health 
professions. 

Hospital pharmacy through its 
very tangible professional services 
and its splendid efforts in record- 
ing and distributing current in- 
formation on developments in its 
specialized field has created a pub- 
lic image of the highly essential 
function performed by those who 
are dealing with the production 
and dispensing of drugs. This is 
a great contribution, which helps 
to offset the distorted picture 
which is displayed to the public 
by those who are exploiting the 
profession in a most crassly com- 
mercial form in supermarkets, dis- 
count houses and some chain store 
organizations. 

Hospital pharmacy has also be- 
gun to influence pharmaceutical 
education by endeavoring to coun- 
teract the pressure on colleges of 
pharmacy to slant curriculums too 
much in the direction of commer- 
cial considerations at the expense 
of teaching the fundamentals which 


are necessary for development of 
modern drugs and the comprehen- 
sion of the development of modern 
drugs and modern methods of 
medication. The organization of a 
joint committee of the ASHP and 
the American Association of Col- 
leges of Pharmacy (AACP) to con- 
sider curriculum revision is a wel- 
come sign. 

The activities of the joint com- 
mittee of the American Hospital 
Association and the ASHP should 
be helpful in keeping hospital 
pharmacists informed of the broad 
policies which go into the deter- 
mination of what constitutes good 
patient care. Certainly there is 
enough criticism of some hospital 
procedures and of hospital costs 
to warrant keeping all of the spe- 
cialized services within the hos- 
pital organization informed so that 
they can make their individual 
contribution to a more satisfactory 
public appreciation of what the 
availability of hospitals and med- 
ical centers means to the health 
and welfare of communities 
throughout our country. 

As in other professional serv- 
ices, there is a constant urge to 
free directors of hospital phar- 
macy service from activities which 
are considered mechanical or rou- 
tine, and which can be delegated 
so that greater attention may be 
focused on administrative and 
more strictly professional duties. 
Automation should be advocated 
wherever possible, for it is feasible 
to reduce paper work. 


A WORD OF CAUTION 


But a word of caution in this 
connection may not be out of 
place. It has been sounded in 
various places by highly competent 
observers who have called atten- 
tion to the fact that progress in 
the use of electronic devices and 
other procedures developed by ad- 
vanced thinkers should include an 
allowance of sufficient time to pro- 
vide for the education of those 
who must carry on the duties of 
the day while learning how and 
by what mechanism their current 
procedures are to be replaced. 

One of the difficulties we are 
experiencing in every walk of life 
today is the inadequacy of the 
educational background of people 
to take full advantage of the push- 

(Continued on page 116) 
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‘HE DIETITIAN, whether she spe- 
‘| cializes in therapeutic dietetics, 
teaching, research, or administra- 
tion, has as her prime interest the 
improvement of the nutrition of 
human beings. Directly or indi- 
rectly by her specialized knowl- 
edge, each dietitian seeks to in- 
fluence positively the nutritional 
well-being of many people. In 
particular, we are concerned about 
the therapeutic dietitian and the 
professional role she plays. 

The term, “therapeutic dieti- 
tian”, implies to many that this 
type of dietitian deals only with 
those individuals who need a mod- 
ification in diet for the purpose of 
treating disease. The hospital die- 
titian who is directly concerned 
with patient care has an interest 
in all patients whether they are on 
regular or on therapeutic diets. 
This is an important point, for 
many therapeutic dietitians are 
forced to confine their professional 
activities only to those patients 
who need a modification of the 
normal diet. Actually the nutrition 
of all patients should be her prov- 
ince, and her duties should be 
such that she can accomplish this 
function. 

Doris Johnson, Ph.D., is director, depart- 
ment of dietetics, Grace-New Haven Com- 
munity Hospital, New Haven, Conn., and 
immediate past president of the American 
Dietetic Association. 

This paper was adapted from a presen- 
tation at the meeting of the American 


Hospital Association on September 25, 
1961. 
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ood service and dicketios 


LITATING 
WORK OF] the therapeutic 


dietitian 


The author suggests ways to foster 
closer cooperation between the thera- 
peutic dietitian and other members of 
the professional staff of the hospital. 
She asks for fuller recognition of the 
importance of the therapeutic dietitian 
in the total care of the patient. 





What then should be the role of 
the therapeutic dietitian? Her pri- 
mary function is to see that pa- 
tients receive their diets as pre- 
scribed by the physician. But what 
all does this really involve? Let us 
start with the physician. Obtaining 
the diet prescription does not nec- 
essarily mean receiving a verbal or 
written order. It can and should 
result from a conference. The 
work of the therapeutic dietitian 
has brought her into the patient 
care team and her advice is right- 
ly sought by the physician since 
she has specialized knowledge in 
a particular area. Discussion of 
the patient’s needs is essential for 
the very best dietary care. 

Ideally, the dietitian should have 
daily contact with the physician, 
but this is not practical for either 
one. A routine must be set up by 
which they can communicate. The 
most satisfactory way is for the 
dietitian to have access to the phy- 
sician’s order book and thus to 
secure her orders directly from 
him. How can we establish a re- 
lationship of a team if there is 
not direct communication among 


the members of the team? 

The dietitian may communicate 
with the physician verbally or by 
writing in the 
Every dietitian should be allowed 
this privilege. 

Although a direct daily contact 
with physicians may not be possi- 


patient’s chart. 


ble, a routine should be established 
so that the 
with a physician whenever neces- 
sary. The work of the therapeutic 
dietitian would be facilitated by 


dietitian can meet 


locating her office where she is 
readily accessible to the other 
members of the professional staff 
concerned with the care of pa- 
tients. Ideally, the therapeutic 
dietitian should have her office in 
the patient care area of the hospi- 
tal. Much too often this need has 
not been considered in planning 
patient areas, and the dlietitian’s 
office is located away from the 
place where she is expected to 
work. 

Another important means of es- 
tablishing the team relationship 
between dietitians and physicians 
is patient rounds. effort 
should be made to have rounds at 
a time when the dietitian may at- 
tend. In those institutions where 
formal teaching rounds as such are 
not held, physicians should ask the 
dietitian to accompany them when 
visiting patients with nutritional 
problems. 


Every 


One responsibility of the thera- 
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peutic dietitian is the establish- 
ment of the diet pattern which 
carries out the physician’s diet 
prescription. The diet manual is 
the means whereby this is accom- 
plished and is an essential tool in 
any hospital. Efficient and realistic 
dietary care of patients cannot be 
accomplished without a diet man- 
ual. Such a manual, prepared in 
cooperation with a committee of 
staff physicians, serves not only 
as a basis for planning the various 
therapeutic regimes, but also as 
a means of communicating with 
the physicians. 

One of the prime responsibilities 
of the therapeutic dietitian is to 
see that modern diet therapy prac- 
tices are followed. She has a real 
obligation to the physician to see 
that he is informed of these prac- 
tices. 

In recent years, the concept has 
been developed that therapeutic 
diets are modifications of the nor- 
mal diet. Thus there can be stand- 
ardization in dietary practices 
which can simplify the work of 
the dietitian considerably. The 
cooperation of the physician to 
prescribe diets according to this 
philosophy is essential. 


CONTACT WITH PATIENTS 


After the therapeutic dietitian 
receives the diet prescription from 
the physician, what then does her 
work involve? First, the prescrip- 
tion must be translated into a diet 
plan, then into a menu. This must 
be done in such a manner that 
the meals are acceptable to the 
patient, but still accomplish the 
objective of the treatment. This 
may. involve considerable contact 
with the patient in order to adjust 
the diet as much as possible to his 
desires and to teach him his new 
food pattern. 

The selective menu, printed in- 
dividually for each patient, is one 
system for handling diets of pa- 
tients which has many advantages. 
It may be used for both regular 
and therapeutic diets, and serves 
as an excellent teaching device, 
as well as a means of recording 
the specific foods which the patient 
wishes for that day. 

The therapeutic dietitian should 
have as much contact with pa- 
tients as is needed for aiding their 
recovery through diet. This means 
that she must be relieved of cleri- 
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cal and other routine duties which 
less well trained people can do. 
Sufficient help of this type should 
be allowed therapeutic dietitians 
so that they may better accomplish 
their professional work. If a thera- 
peutic dietitian has 60, 80, or 100 
patients for whom she is responsi- 
ble, how can she be expected to 
visit them all in one day if she 
also has a multitude of clerical 
duties to perform? The mechanics 
of handling patients’ diets does 
require a certain amount of cleri- 
cal work. The therapeutic dietitian 
should not have to spend her time 
in this activity; she should only 
have to supervise it. 

A part of the therapeutic dieti- 
tian’s duties is the adequate in- 
struction of patients so that they 
may carry out their prescribed 
diets at home. Such teaching may 
be needed by those on normal diets 
as well as those on therapeutic 
diets. Teaching patients about diets 
and nutrition is a time-consuming 
activity if it is to be well done. This 
is another important area for 
which the therapeutic dietitian 
should be allowed adequate time. 
The shortened stay of the patient 
in the hospital is one of the prob- 
lems which makes it difficult for 
the therapeutic dietitian to ac- 
complish all that she might. Often 
the patient is not in the hospital 
long enough to receive adequate 
instruction about diet. Such in- 
struction should be undertaken as 
soon as possible after the patient 
is admitted. 

When the physician has pre- 
scribed a diet for the patient to 
follow at home, some member of 
the patient’s family, as well as the 
patient himself, may need to be 
taught about this diet. In order to 
accomplish this it may be neces- 
sary that the patient return after 
his discharge from the hospital to 
visit the dietitian. Such instruc- 
tion may be done in an outpatient 
clinic, where such exists. It may 
mean that the dietitian should 
have some time each week allo- 
cated to such an activity in the 
interest of better patient care. 

Since the therapeutic dietitian 
is responsible for the patient re- 
ceiving the diet prescribed by the 
physician, she is responsible for 
food service to patients. Again, 
the dietitian should not be expect- 
ed to “dish the soup”, but she must 


supervise the service of the food. 
The degree of delegation of this 
supervision will depend upon the 
type of food service system and 
upon the training of personnel in 
the Department of Dietetics. Qual- 
ified food service supervisors may 
be given considerable responsibil- 
ity in the actual assembly and 
checking of trays. 

Modern therapeutic diet prac- 
tice has eliminated the diet kitch- 
en per se. A separate area in which 
to prepare foods for therapeutic 
diets is not necessary. In either 
centralized or decentralized serv- 
ice, food for all patients may be 
prepared and served in the same 
kitchen and serving areas. The 
duplication of work and equip- 
ment that occurs when there is 
a separate diet kitchen has long 
been recognized and should not be 
perpetuated. 


COMMUNICATION WITH NURSES 


The nursing staff is a third 
group of people with whom the 
dietitian must work. Since nurses 
have more contact with patients 
than the dietitian, it is important 
that they understand what the 
dietitian is doing for patients. 
Many a therapeutic regimen has 
been nullified, knowingly or un- 
knowingly, when a patient is given 
food items he should not have. 
Education of nurses in nutrition 
and diet therapy is an important 
function of the dietitian. It takes 
the form of clinical training, as 
well as formal courses for the stu- 
dent nurses. Training of nurses is 
another area in which therapeutic 
dietitians find that they do not 
have sufficient time to accomplish 
all that they would like. 

At present, the nursing service 
department tends to have less and 
less responsibility for service of 
food to patients, and the dietetic 
service has more ‘nearly entire 
control of it. In many hospitals 
today, personnel from the Depart- 
ment of Dietetics deliver the trays 
to patients and may even adjust 
the beds for certain patients so 
that they may begin eating at once 
while the food is hot. The nearer 
the dietetic service can get to the 
patient, the better will be the 
food service and the more likely 
that the patient will want to eat 
his food. If the Department of 
Dietetics is expected to be respon- 
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In nutritional anemia 
naturally nutritious 
oatmeal is high in iron— 
high in protein and 
Vitamin B, 





Quaker Oats 
and Mother’s Oats 
are the same 
fine product. 
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When you recommend hot Oatmeal, the days 
begin with good nutrition. Oatmeal is high in 
natural nutritional elements, especially protein, 
iron, phosphorus and vitamin Bi. 

The iron content in Oatmeal will help build 
hemoglobin and red blood cells, while the high 
quality protein contributes to an adequate diet 
that will help build up resistance to disease. 

One ounce of Quaker Oats provides the follow- 
ing percentages of adult M.D.R.: Thiamine 
(vitamin B:) 16.5%, phosphorus 16.5%, and 
iron 11.0%. Each ounce also provides 110 calo- 
ries, and 16.7% protein, 6.9% fat, 62.4% carbo- 
hydrates, and 1.5% non-nutritive crude fiber. 


Write for new booklet, ‘Why Oatmeal is Naturally Nutritious.’’ 


The Quaker Oats Company 


CHICAGO 54, ILLINOIS 





sible for patient fooa service, they 
should have responsibility of su- 
pervision all the way to the pa- 
tient. 

Close teamwork between nurs- 
ing service and dietetic service is 
required, however, no matter 
where the service of one termi- 
nates and the other begins. Again, 
if the dietitian’s office is in the 
patient care area, cooperation is 
accomplished much more easily 
than when she is at a distance. 
Definite conference times should 
be established with the nursing 
service for discussing mutual ac- 
tivities. 

One of the best means of com- 
munication between all members 
of the team interested in patient 
care is regular meetings. Weekly 
or biweekly meetings on total pa- 
tient care, attended by represen- 
tatives from administration, med- 
ical staff, nursing service, dietetic 
service, laboratory, social service 
and other hospital departments 
are an excellent means of obtain- 
ing cooperation among all dis- 
ciplines through mutual under- 
standing. 

The duties of the therapeutic 
dietitian must of necessity be in 
some measure administrative. We 
have already used the terms dele- 
gation and supervision, which im- 
ply that she has personnel with 
whom she works and for whom 
she is responsible. Whether food 
service is centralized or decentral- 
ized. the therapeutic dietitian 
has considerable responsibility in 
managing the service of food to 
patients. Efficient organization of 
this service is essential. Use of the 
term, “therapeutic dietitian,” does 
not mean she is unmindful of 
management techniques or un- 
able to use them. Indeed she can- 
not operate without them. 


RECOGNITION OF DIETITIANS 


If hospital administrators want 
good dietary care for patients, they 
must be realistic about what can 
be expected. A point soon arrives 
at which the duties of the admin- 
istrative and therapeutic dietitians 
become more than they can han- 
dle efficiently—three meals a day, 
seven days a week—without ade- 
quate help. 

The therapeutic dietitian should 
be given adequate office space, 
personnel and salary, and should 
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be recognized as an essential part 
of the patient care team if she is 
to function as she should. 

I am fully aware that there is a 
so-called shortage of dietitians. We 
prefer to call it an increased de- 
mand. Actually the membership of 
the American Dietetic Association 
increases by about 600 members 
each year. Since to date we are 
primarily a woman’s profession, a 
fair share of our membership is 
lost to marriage. On the other 
hand, hospitals lose dietitians to 
other areas of the dietetic profes- 
sion. This is especially true of 
dietitians who have_ attended 
graduate school and have received 
higher degrees. Generally, hospi- 
tals do not recognize that this add- 
ed education makes this person a 
more valuable member of the hos- 
pital staff and do not induce her to 
remain in the hospital field by 
adequate compensation and recog- 
nition. Is it not paradoxical that 
often the dietitian pursues gradu- 
ate study so that she can do a 
better job, only to find out that if 
she wishes to return to the hospi- 
tal, her added value is not recog- 
nized? 

In order to help meet the need 
for dietitians, the concept of the 


shared dietitian has been devel- 
oped during the past few years. If 
several small hospitals adjacent 
geographically band together, they 
can employ one dietitian who can 
supervise their food service de- 
partments and thus give them the 
professional help they need. This 
practice has proved quite success- 
ful in some areas. 

In another effort to meet the 
need, the use of dietitians on a 
part-time basis has been found 
helpful. Many homemaker-dieti- 
tians are willing to give some time 
to professional activity. They are 
being encouraged to re-enter pro- 
fessional life as soon as possible. 
Many have responded. 

We have touched lightly on 
many facets of the role of the 
therapeutic dietitian and_ the 
means by which she can accom- 
plish her professional obligations. 
We have taken cognizance of the 
great demand which exists at the 
present time for the services of 
dietitians in all areas of the pro- 
fession. Adequate recognition of 
the therapeutic dietitian as a mem- 
ber of the patient care team will 
do much to make her role as an 
integral part of this team an effec- 
tive one. a 





HOSPITAL FOOD NOTES 





Chicago dietetic group observes 45th year 


On October 27, 1916, because of her concern over the quality of hos- 
pital diets, Isabelle Stewart, director of the Cook County and Illinois 
Training School for Nurses in Chicago (now part of Cook County Hospi- 
tal), invited dietitians to a meeting at her institution. Seventeen dietitians 
representing six Chicago hospitals met at this time and organized ‘The 


Hospital Dietitians of Chicago’. 
Today this organization is known 
as the Chicago Dietetic Associa- 
tion. 

In its early years, the dietitian- 
members of this organization made 
a survey of all Chicago hospitals to 
determine how many employed 
dietitians. Often they were asked, 
“What is a dietitian? We have no 
such person.” Some of the Chicago 
dietitians attended the meeting in 
Cleveland in 1917 at which the na- 
tional organization, the American 
Dietetic Association, was formed. 
One of their members, Maude Per- 
ry of Michael Reese Hospital, was 
elected the first corresponding sec- 
retary of the national organization. 

During World War I, the Hospi- 
tal Dietitians of Chicago cooper- 





ated with the United States Food 
Administrator in studying ways of 
conserving sugar, flour and fats. 
Since little was known in those 
days about vitamins and the com- 
plexities of nutrient needs, these 
foods were prized because they 
were low in cost and high in cal- 
ories. 


Creative with cranberries 


Time was, you never heard of 
cranberries except at Thanksgiv- 
ing. Today cranberries are used in 
all seasons in canned and frozen 
forms. 

The bright red color and that 

Photographs and some of the informa- 
tion contained in this item were furnished 


by the National Cranberry Association, 
Hanson, Mass. 
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Help yourself to 
savings with 


Chinet 


the most 
com~plete line... 
New Plates, 
Platters and Bowls 


New Plates: Exclusive narrow-lip design 
holds more food . . . takes less tray space. 
New Plasti-sizing Process makes them even 
more grease and water-proof. 


New Platters: New Chinet Platter-Plate 
full 124%” x 10” oval platter big enough for 
fried chicken, lobster, club sandwiches. 
And strong, thanks to Keyes molded con- 
struction. 


New Bowls: Full depth bowls for hot or 
cold food. Strong and leak-proof because 
of Keyes exclusive new Plasti-sizing Process. 
Available in 16-ounce size, white and 
pastel colors. 


New Savings! Convert to Chinet molded 
paper service and end the problem and 
expense of dishwashing help. Also eliminate 
sanitation problems, the initial and re- 
placement costs of expensive tableware 
and the need for elaborate equipment. 
These savings will far outweigh the cost 
of paper service itself. 


Kys-Ite® Serving Trays 

.. another Keyes product. 
The plastic serving tray 
guaranteed never to warp. 
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Platter- 
Plates 


Mail This Coupon for Complete Details on the 
Complete Molded Paper Plate Line 

KEYES FIBRE COMPANY, Dept. H-11 
Waterville, Maine 

Please send mecomplete details on Keyes Chinet® 
Plates, Bowls and Platter-Plates. I would also like 
information on Kys-Ite® plastic serving trays. 
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(RIGHT) FIRST COURSE menu 
items are this Cranberry Fruit 
Cup containing cranberry 
juice cocktail (served chilled) 
and Cranberry Bouillon 
made of two parts of beef 
bouillon and one part cran- 
berry juice cocktail (served 
hot). (BELOW) USE OF JEL- 
LIED CRANBERRY sauce in 
salads is illustrated by this 
Cheese-Berry Salad, in which 
half slices of jellied cran- 
berry sauce are used to bor- 
der cottage cheese garnished 
with candied ginger. 


we « 
ry 
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sharp tart flavor that guarantees 
awareness are the cranberry’s 
unique contribution to food serv- 
ice. Some people are enthusiastic 
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about cranberries; others can live 
without them. But practically ev- 
erybody welcomes their traditional 
appearance on holiday trays. 


Cranberries with appropriate 
adjustments fit into certain special 
diets. Sauce made with whole 
cranberries are not permitted on 
soft diets, but cranberry juice 


cocktail and jellied cranberry sauce 
(strained) may be allowed. Ordi- 
narily cranberries are permitted in 


sodium-restricted diets. When a 
noncaloric sweetener is used in 
cranberry sauce, cranberries may 
be used in diabetic and low calorie 
diets. A dietetic form of cranberry 
juice cocktail containing a nonca- 
loric sweetener, furnishes only 18 
calories per 4-ounce serving. 

A recipe for cranberry sauce 
made without sugar is given be- 
low: 


DIETETIC CRANBERRY SAUCE 
(10 servings) 


4 ce. (1 Ib.) fresh cranberries 

1% ec. water 

4 tsp. noncaloric liquid sweetener 
(sodium cyclamate) 


Combine cranberries, water and 
liquid sweetener in a saucepan. 
Bring to a boil, then lower heat 
and simmer until berries pop open 
(about 15 minutes). Cool, then 
chill. (In sodium-restricted diets, 
the calcium form of noncaloric liq- 
uid sweetener, calcium cyclamate, 
may be used.) 


* + o 


A way with food 


The talent of two hospital die- 
titians for creating new and ap- 
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petizing food combinations won for 
them the two top awards in the 1961 
Sandwich Contest sponsored by 
the National Restaurant Associa- 
tion and the Wheat Flour Institute. 
Winifred Ayers, assistant director 
of food service for Presbyterian-St. 
Luke’s Hospital, Chicago, won the 
first prize with her sandwich, Beef 
Dauvergne, featuring thinly sliced 
rare beef roast and thin slices of 
mild Bermuda onion on Italian 
bread spread with blue cheese 
mixture. Second prize was awarded 
to Mrs. Jean Bundy, dietitian for 
the Wood River (Ill.) Township 
Hospital. Mrs. Bundy’s Turkey 
Festival Sandwich contains those 


seasonal favorites, turkey and 
cranberries, and is made by placing 
a layer of uncooked cranberry 
sauce (drained) atop sliced turkey 
breast. 

Directions on how to prepare 
these sandwiches and others in the 
top 10 sandwich ideas may be ob- 
tained from the Wheat Flour In- 
stitute, 309 W. Jackson Blvd., Chi- 
cago 6. 5 


Easy recipe arithmetic 


When recipe ingredients are 
given by weight, in pounds and 
ounces, what is the best way to 
adjust the recipe to a different 
number of servings? Convert the 


ounces to decimals, then multiply 
or divide as needed, suggests a 
recent book. (Food for Fifty by S. 
F. Fowler, B. B. West and G. S. 
Shugart, 1961 edition.) According 
to this way of figuring, 1 lb. 9 oz. 
is 1.565 Ib. 

Tables provide another method. 
The Conversion Charts developed 
by the New York Department of 
Mental Health make it possible to 
adjust recipe ingredients given in 
pounds and ounces to different 
numbers of servings from 235 to 
1000. (Food Service Bulletin No. 
F-116, available from Koch Re- 
frigerators, Inc., Kansas City 15, 
Kans.) . 








Winter Cycle Menu 
for the North-Northwest 





gen YEAR-ROUND availability of 
certain fresh fruits and vege- 
tables, even in the northern states, 
is reflected in the 21-day selective 
winter cycle menu designed for 
hospitals in the northern and 
northwestern sections of the United 
States. 

The menus in this issue are the 
final set in the four-part series of 
winter cycle menus published in 
this Journal. Winter cycle menus 
for Midwest hospitals were in- 
cluded in the October 1 HOSPITALS, 
JOURNAL OF THE AMERICAN HOSPI- 
TAL ASSOCIATION. The South- 
Southwest winter cycle menus 
were published in the October 16 
issue of the Journal. The East 
menus were included in the No- 
vember 1 issue. 

Choices of entrees, vegetables, 
salads and desserts are offered on 
the noon and night menus, and two 
cereals and two fruits are offered 
for breakfast. At least one of the 
two choices will be suitable for 
soft and other modified diets. The 
letter (F) following some of the 
items indicates that this food is 
suitable for full or normal diets. 
The items labeled (S) are ap- 
propriate for soft diets. Where the 


NOVEMBER 16, 1961, VOL. 35 


letters (FS) appear, the menu 
item can be served on both the 
full and soft diets. One of the two 
choices for each menu item may 
be used, with adjustments in some 
cases, for other modified diets, such 
as low calorie and diabetic diets. 
The principles outlined in the 
Handbook of Diet Therapy by 
Dorothea Turner (1959 edition) 





During November, hospitals may 
use the fall cycle menus, published in 
the July and August 1961 issues of 
this Journal. The Midwest and South- 
Southwest cycle menus were included 
in the July 1 and 16 issues, respec- 
tively. The August 1 and 16 issues fea- 
tured fall menus for the East and 
North-Northwest, respectively. 





are used in planning soft diets. 
This plan is more liberal in certain 
respects than earlier interpreta- 
tions and calls for modifications 
when necessary to fit the diet to 
the individual patient. The diet in- 
cludes liquid foods and solid foods 
containing a “restricted amount of 
indigestible carbohydrate and no 
tough connective tissue”. Judgment 
must be exercised in adapting these 
menus for the modified diets needed 
by individual patients. 


The market order for perish- 
ables, which accompanies each 
week’s menu, lists the meats, sea- 
food, poultry, and fresh and frozen 
fruits and vegetables that a 50-bed 
hospital will need to produce the 
menu. The market order includes 
all portion-ready meats, oven- 
ready roasts, portion-ready sea- 
food, eviscerated poultry and other 
pre-prepared items. The amounts 
are computed on the basis of serv- 
ing 80 patient and personnel meals 
at breakfast, 120 at noon and 80 at 
night. By using a multiple of 50, 
larger hospitals can easily arrive 
at their market orders. 

An added feature of this menu 
service is the standard storeroom 
inventory, a list of supplies that a 
50-bed hospital should have in 
the storeroom at the beginning of 
each 21-day cycle. The items in- 
cluded are cereals and farinaceous 
products, canned fish, canned fruits 
and fruit juices, dried fruits and 
vegetables, jellies, cake and pud- 
ding mixes, pickles, canned soups 
and canned vegetables. 

The standard is available upon 
request from the American Hospi- 
tal Association, 840 N. Lake Shore 
Dr., Chicago 11, Il. 
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Ist WEEK NORTH-NORTHWEST WINTER SELECTIVE CYCLE MENU —prepared by Irma Natvig, formerly head dietitian 


(MENUS TO BE USED DURING DECEMBER, JANUARY AND FEBRUARY) Sioux Valley Hospital, Sioux Falls, $. Dak. 





morning noon night 


Grapefruit Half (F) Chicken Noodle Soup Cream of Mushroom Soup 
or Grape Juice (S) Hamburger on Bun with French Fries and Pickle Chips (F) Grilled Ham Slice with Glazed Pineapple Ring (F) 
Cooked Rice Cereal or Shepherd's Pie with Mashed Potatoes (S) or Lamb Patty Rolled in Bacon (S) 
or Puffed Wheat Frozen Buttered Squash (FS) or Stewed Tomatoes with Bread Creamed New Potatoes (FS) 
Cereal Lettuce Wedge with Thousand Island Dressing Buttered Whole Kernel Corn (F) or Mixed Peas and Carrots (S) 
Scrambled Eggs or Banana and Mandarin tl Salad Molded Fresh Vegetable Salad with Mayonnaise 


Whole Wheat Toast Cream Puff (F) or Applesauce (S or Pear Half and Gelatin Cube Salad 
and Jelly Devil's Food Cake (F) or Canned Royal Anne Cherries in Syrup (S) 





monday | 





Blended Juice (F) Cream of Asparagus ‘Soup Ambrosia Fruit Cup 
or Orange Juice (S) Cold Cuts and Cheese with Hot Potato Salad (F) Swiss Steak (F) or Oven-Fried Chicken (S) with Cranberry Relish 
Oatmeal or Spanish Rice with Meat Balls (S) Whipped Potatoes with Butter (FS) 
or Puffed Rice Cereal Frozen Spinach with Egg Slice Garnish (FS) Buttered Carrot Rings (FS) or Large Butter Beans 
Poached Egg on Toast or Cut Green Beans Fresh Citrus Salad with Pomegranate Seeds 
Fried Cornmeal Mush Cottage Cheese and Tomato Slice Salad or Tossed Vegetable Salad with Blue Cheese Dressing 
with Maple Syrup or Frozen Fruit Salad Strawberry Shortcake with Whipped Cream (F) 
ares 1 with Whipped Cream (FS) or Canned Purple Plums in Syrup (S) 
or Fresh Pear 





Banana Slices in Vegetable Soup Cream of Celery Soup 
Orange Juice (FS) Ham Sandwich with Sweet Pickles (F) Roast Leg of Veal (FS) or Broiled —_ Frankfurts 
or Grapefruit Juice or Creamed Turkey and Peas on Toast (S) Oven-Browned Potatoes with Gravy (FS 
Whole Wheat Cereal Sauteed Parsnips (F) or Buttered Sliced Beets (S) Seven-Minute Cabbage (F) or Buttered Wax Beans (S) 
or Corn Flakes Chinese Cabbage with French Dressing Molded Hawaiian Cucumber Salad with Mayonnaise 
Soft Cooked Egg or Peach Stuffed Cream Cheese Salad or Star Salad (Lettuce with Tomato Wedges) 
Toast with Jelly Lime Sherbet with Chocolate Sauce (FS) Mincemeat Squares (F) or Canned Pear Halves in Syrup (S) 


or Fresh Pineapple Cubes in Syrup. 








wednesday | tuesday | 








thursday | 


Stewed Prunes (F) Potato Chowder Beef Noodle Soup 
or Orange Juice (S) Chicken Tetrazzini (FS) or Tuna Salad Plate Porcupine Meat Balls (FS) or Braised Short Ribs of Beef 
Cooked Wheat Cereal Asparagus Cuts and Tips (FS) Delmonico Potatoes (FS) 
or Malt Flake Cereal or Baked Hubbard Squash with Lemon Butter Buttered Sliced Beets (FS) or Creamed Cauliflower 
Canadian Bacon Sour Cream Fruit Salad Red Cabbage Slaw 
or Scrambled Egg or Garden Ice Box Salad or Pineapple Rings with Cream Cheese Nut Balls 
Rye Toast and Jelly Pecan Pie (F) Fruited Whipped Cream in Gelatin Cubes (FS) 
or Canned Bing C Cherries in Syrup (S) or Chocolate Chip Cookies 


Tomato Juice (FS) Oyster Stew with Oyster Crackers “Chicken Rice Soup 

or Applesauce Grilled Cheese Sandwich with Catsup and Potate Chips (F) Broiled Salmon Steak with Lemon Wedge (FS) or Danish Pork Chop 
Chocolate Flavored or Baked Beef Hash in Acorn Squash (S) Baked Potato with Sour Cream (FS) 

Wheat Cereal Broccoli with Shredded Cheese (F) Creamed Frozen Peas (FS) or Brussels Sprouts 

or Ready-to-Eat or Buttered Green Beans Tomato Aspic Salad with Mayonnaise 

Rice Cereal Grated Carrot Salad or Molded Raspberry Banana Salad 

Fried Egg or Bacon or Fresh Fruit Salad with Fruit Dressing Cherry Cobbler with Whipped Cream (F) 
Cinnamon-Raisin Coffee Chocolate Eclairs (F) or Canned Pear Halves in Syrup (S) 

Cake with Butter or Canned Green Gage Plums i in Syrup (S)_ 


Orange Juice (FS) Tomato Bouillon Cream of Spinach ‘Soup 
or Prune Juice Beef Stew (F) Stewed Chicken (FS) or Veal Cutlets with Cream Gravy 
Cooked Malted Wheat or Baked Spaghetti and Meat Casserole (S) Dumplings in Gravy (F) or Mashed Potatoes (S) 
Cereal Whole Kernel Corn (F) or Mixed Vegetables (S) Creamed Tiny Onions (F) or Parslied Carrot Rings (S) 
or Raisin Bran Cereal Chef's Salad with Vinegar and Oil Dressing Cranberry Salad or Stuffed Celery and Olive Salad 
Scrambled ee or Placed Fruit Salad Danish Pecan Pudding with Whipped Cream (F) 
Whole Wheat Toast Angel Food Cake with Lemon Sauce (FS) or Canned Whole Peeled Apricots (S) 
and Jelly or Baked Apple with Cream 
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Pineapple Juice (FS) Beef Barley Soup Bouillon 
or Blended Juice Baked Ham with Sour Cream (F) Bacon, Lettuce and Tomato Sandwich with Shoestring Potatoes (F) 


Cornmeal or Prime Ribs Au Jus (S) or Eggs a la Goldenrod on Rusk 
or Ready-to-Eat Sweet Potato Balls (F) Peas and Carrots in Cream (FS) or Buttered Mashed Squash 
Oat Cereal or Browned Potatoes and Gravy (S) Sliced Cucumber and Onion Salad with Mayonnaise 
Soft Cooked Egg French Cut Green Beans (FS) or Banana and Apricot Salad with Fruit Dressing 
or Sausage Patty or Harvard Tiny Beets Baked Caramel Custard (FS) or Fresh Pear 
Waffles with Syrup Molded Orange Ambrosia Salad with Mayonnaise 
or Relish Plate 
Parker House Roll 
ice Cream Refrigerator Cake (FS) 
or Canned Fruit Cocktail in Syrup 








PLEASE CUT ALONG THIS LINE 


sunday 








(F)—Full Diet (S)}—Soft Diet (FS)—Full and Soft Diet Bread, butter and a choice of beverages are to be included with each meal. 


Item, Specifications, Amounts & No. of Servings | Item, Specifications, Amounts & No. of Servings| Item, Specifications, Amounts & No. of Servings 





7 ' 
BEEF POULTRY Parsnips 28 Ibs. 
Ground Beef U. S. Good, 5 Ib. pkg. 50 ibs. Fow! (Eviscerated) Grade A, 5 Ib. av. 105 Ibs. 140 | Peppers, Green 5 Ibs. 
Roast, Rib U. S. Choice 10 Ibs Turkeys (Eviscerated) Grade A, 20-24 Ib. av. 20 Ibs. 20 Potatoes, Sweet Hamper 50 Ibs. 
Short Ribs U. S. Choice 10 Ibs Fryers (Eviscerated) Grade A, 2% Ib.av. 151tbs. 20] Potatoes, New 15 Ibs. 
Steak, Swiss U. S. Good, 4 oz. each 15 Ibs Potatoes, White Bag No. 1 300 Ibs. 
Stew U. S. Good 35 Ibs Poe groin ie ans Radishes Bunch 1 doz. 
pples aking, 113s 6 box 
LAMB endas teaitinn: 380 +. hex Tomatoes Repacked (5 x 6) 30 Ibs. 
Ground, Shoulder U. S. Good 5 Ibs Beasees Ripe 80 Ibs. FROZEN FRUITS 
PORK Grapefruit Seedless, 70s Y box — Juice Con., 32 oz. can 5 cans 
Bacon, Canadian 5 Ibs Lemons 1 doz. trawberries “Tria can, vei 
Bacon (Sliced) 24-26-1 Ib. 8 Ibs. Oranges 176s 10 doz. 
Chops, Loin Grade A,40z.each 5 Ibs Pears Box, 120s Y% box FROZEN VEGETABLES 
Ham (Pullman) Ready-to-Eat 78 Ibs. Pomegranates 2 pomegranates Asparagus Cuts, 2% Ib. pkg. 15 Ibs. 
ee ae as FRESH VEGETABLES matwen °° jnuewe ee Nee 
PREPARED MEATS Cabbage Bag 12 Ibs. Sean Hex Cuts, 2% . k r fe oR 
Assorted Cold Cuts 13 Ibs Cabbage, Red 12 Ibs. > a , 272 Ib. pkg. 4 Ibs 
Frankfurts 8-1 Ib 5 Ibs Carrots Topped, bag 53 Ibs. roccoli rg — 
‘ . pkg. 15 Ibs 
VEAL Celery Pascal, 30s 1 doz. Brussels Sprouts 2% Ib. pkg. 2% Ibs. 
Cutlets U. S. Good, 4 0z. each 5 Ibs Celery, Cabbage Crate, 12s 4 heads Cauliflower Buds, 2% Ib. pkg. 2% Ibs. 
Leg (B.R.T.) U. S. Good 20 Ibs Cucumbers 21 cukes Peas 2% Ib. pkg. 10 Ibs. 
FISH Escarole Ham. 24s 4 heads Peas and Carrots 2% Ib. pkg. 12% Ibs. 
Oysters Gallon, Stand 5 qts Lettuce Head, 48s 1 crate Spinach Chopped, 2% Ib. pkg. 15 Ibs. 
Salmon Red, steaks, Onions, Dry Yellow, bag 50 Ibs. Squash, Winter 3 Ib. pkg. 27 Ibs. 
5 oz. each 18 Ibs. 12 oz. 60} Parsley Bunch 1 doz Vegetables, Mixed 2% Ib. pkg. 2% Ibs. 





Ist week market order for perishables (per 50 beds) 
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2nd WEEK NORTH-NORTHWEST WINTER SELECTIVE CYCLE MENU 
(MENUS TO BE USED DURING DECEMBER, JANUARY AND FEBRUARY) 


—prepared by Irma Natvig, formerly head dietitian 
Sioux Valley Hospital, Sioux Falls, $. Dak. 





morning 


night 





Stewed Prunes (F) 
or Orange Juice (S) 
Oatmeal 
or Ready-to-Eat 
Rice Cereal 
Soft Cooked Egg 
Jelly 


Navy Bean Soup 
Chipped Beef and Escalloped Potato Casserole (FS) 
or Fruit Plate with ore Cheese 
Buttered Julienne Carrots (FS) or Stewed Tomatoes 
Deviled Ae -Celery Fan Salad 
or Molded Cream Cheese Stuffed Pear Salad 
Apple Crunch with Whipped Cream (F) 
or Canned Sliced Peaches (S) 





Grapefruit Half (F) 
or Apple Juice (S) 

Whole Wheat Cereal 
or Corn Flakes 

Bacon 

French Toast with 
Maple Syrup 


Vegetable oe 
Pressed Ham Sandwich with Lettuce and Pickle Chip 


s (F) 


or Chicken Giblets in Cream Gravy over Hot Rice (S) 


Monge Spears (FS) 
Chopped Buttered Broccoli 
Peach Half and Grated Cheese Salad 
or Lettuce and Endive Salad with French Dressing 
Apricot Pie (F) 
or Canned Royal Anne Cherries in Syrup (S) 





Orange Juice (FS) 
or Grape Juice 
Cooked Rice Cereal 
or Bran Cereal 
Scrambled Egg 

Bismarck 


Chicken Noodle Soup 
Hungarian Goulash (F) 

or Macaroni and Cheese with Bacon Strip (S) 
Brussels Sprouts (F) 

or Buttered Julienne Carrots (S) 
Perfection Salad or Cucumbers in Cream 
Orange Sherbet with Cookies (FS) 

or Canned Purple Plums in Syrup 





saturday | friday | thursday | wednesday | tuesday | monday | 


Banana Half (FS) 
or Orange Juice 
Oatmeal 
or Puffed oy Cereal 
Fried E Egg or. Bacon 
Toasted Raisin Bread 
with Butter and 
Marmalade 


Beef Barley Soup 

Barbecued Beef on Bun with Dill Pickles (F) 
or Creamed Chipped Beef on Toast Cup (S) 

Escalloped Corn (F) or Buttered Tiny Beets (S) 

Cabbage Salad 


ineapple, Orange, Coconut Salad with Fruit Dressing 


Chocolate Parfait ( 
or Frozen Citrus Sections 





Blended Juice (FS) 
or Baked Apple with 


or Puffed Wheat 
Cereal 
Country Sausage 
or Soft Cooked Egg 
Jelly 


Cream of feouegs s Soup 
Tuna Mushroom Casserole (FS) 

or Pickled Beef Tongue with Mustard and O’Brien 
Frozen Buttered Spinach (FS) or Baked Cabbage 


Potatoes 


Lettuce ney 2 e with Blue Cheese Dressing or Waldorf Salad 
e: 


Refrigerator Dessert (FS) or Frozen Rhubarb Sauce 





Sliced Orange (F) 
or Tomato Juice (S) 
Malted Wheat Cereal 
or Shredded 
Wheat Cereal 


Bacon 
Rye Toast and Jelly 


Split Pea Soup 
Club Sandwich with Pickles (F) 

or Cheese Fondue with Parslied Cream Sauce (S) 
Stewed Tomatoes (F) or Creamed Carrots (S) 
Chinese Cabbage with French Dressing 

or Spiced Peach and Celery Curl Salad 


Boston Cream Pie (F) or Applesauce with Whipped Cream (S) 





sunday 





(F) 


2nd week market order for perishables (per 50 beds) 








Grapefruit Sections (F) 


or Pineapple 
Juice (S) 
Cooked Wheat Cereal 
or Sugar-Coated 
Cereal 
Canadian Bacon 
or Poached E 
Streusel Coffee 
with Butter 


ake 


—Full Diet 





(S)}—Soft Diet 


Item, Specifications, Amounts & No. of Servings 


Cranberry-Sherbet Cocktail 
Roast Turkey (FS) with Oyster Dressing (F) 
or Broiled Lamb Chops with Marmalade 
Mashed Potatoes with Giblet Gravy (FS) 
French Cut Green Beans (FS) with Almonds (F) 
or Buttered Mixed Vegetables 


Molded Ginger Ale and Apricot Salad = -remene 


or Asparagus and Hard Cooked Egg Sala 
Tea Biscuits with Butter (F) 
Steamed Pudding with Hard Sauce (F) 
or Canned Fruit with Bananas and Cookies (S) 


(FS)—Full and Soft Diet 


Bread, butter and a choice of beverages are to be included with each meal. 


Item, Specifications, Amounts & No. of Servings 


Cream of Celery Soup 
Corned Beef with Mustard (F) or Pot Roast of Beef (S) 
Steamed Potatoes with Gravy (FS) 
Cabbage in Corned Beef Liquor (F) 
r Frozen Spinach (S) with Vinegar 

Tossed Vegetable Salad with Thousand Island Dressing 

or Apricot Stuffed Cherry Salad 
Cranberry Sherbet with Cookie (FS) or Frozen Raspberries and Cream 








Consomme 
Stuffed Pork Chops (F) or Broiled Tenderloin Tips (S) 
Escalloped Potatoes (FS) 
Baked Squash (FS) with Almonds (F) or Frozen Peas 
Sliced Tomato Salad with Mayonnaise 

or Molded Applesauce with Cream Cheese Rosette Salad 
Baked Fudge Pudding with Whipped Cream (F) 

or Canned Fruit Cocktail in Syrup (S) 


~ Cream of Vegetable Soup 
Grilled Liver with Onions (F) or Oven-Fried Steak (S) 
Au Gratin Potatoes (FS) 
Buttered Wax Beans (FS) or Glazed Parsnips 
Pea and Cheese Salad or Placed Fruit Salad with Fruit Dressing 
Marshmallow Loaf with Vanilla Sauce (FS) 

or Canned Sliced Apricots in Syrup 


Cream of Mushroom Soup 
Baked Chicken Slices with Cranberry Sauce (FS) 
or Ring Bologna with Mustard 
Mashed Potatoes with Gravy (FS) 
Buttered Frozen Peas (FS) or Baby Lima Beans 
Molded Self-Layering Fruit Salad with Mayonnaise 
or Grated Carrot and Raisin Salad 
Spiced Cup Cakes with Caramel Icing (F) 
or Canned Peach Halves | in Syrup (S) 
Tomato Rice Soup 
White Fish Au Gratin (FS) or Steak Rolls 
Parsley Buttered Potatoes (FS) 
Frozen Broccoli with Hollandaise Sauce (F) or Wax Beans (S) 
Cottage Cheese Pineapple Salad or Blushing Pear Salad 
Lemon Meringue Pie (F) or Canned Bing Cherries in Syrup (S) 


Cream of Chicken Soup 
Barbecued Spare Ribs (F) or Glazed Meat Loaf (S) 
Boiled Potatoes in Jackets with Butter (FS) 
Cauliflower Au Gratin (F) or Asparagus Tips (S) 
Fresh Fruit Salad with Fruit Dressin 

or Pickled Beet and Deviled Eg: 
Vanilla Ice Cream (FS) with Fruit 


alad 
ake (F) or Fresh Pear 





Oyster Stew with Oyster Crackers 
Beef Turnover with Julienne Sauce (F) or Chicken Rice Casserole (S) 
Sliced Buttered Beets (FS) or Frozen Buttered Peas 
Tossed Green Salad with Garlic Dressing 
or paren and Date Salad with Fruit Dressing 
Chocolate Angel Dessert (FS) or Canned Fruit Mix in Syrup 


Item, Specifications, Amounts & No. of Servings 





Brisket, Corned 
(Boneless) 

Chipped Beef, Dried 

Chuck-eye Roll 
(Boneless) 

Ground Beef 

Liver 

Steaks, Sirloin Butt 


Steak, Swiss 
Stew 
Tenderloin Tip 
Tongue 


Chops, Loin 


Bacon, Canadian 
Bacon (Sliced) 
Chops, Loin 
Sausage (Bulk) 
Spareribs 


PREPARED MEATS 


Bologna 
Pressed Ham Loaf 


: Good, 5 Ib. pkg. 20 Ibs. 
r, sliced 


U. S. Choice, 
6 oz. each 


PORK 


24-26-1 Ib. 
Grade A, 4 oz. each 


Lean 
Grade A, 3-1 Ib. 


Whitefish (Sea) 
20 Ibs. 60 
7 Ibs. 100 


40 Ibs. 120 Fowl (Eviscerated) 


15 Ibs. Giblets, Chicken 


6 Ibs. 4 oz. 
Apples 


Apples 
Bananas 
Grapefruit 
Lemons 
Oranges 
Pears 


25 Ibs. 
7 Ibs. 
10 Ibs. 


15 Ibs. 


Cabbage 
Carrots 


5ibs. 40 
Celery Cabbage 


19 Ibs. 
15 Ibs. 60] Celery 
10 Ibs. 40 | Cucumbers 
45 Ibs. 60] Endive 
Escarole 
Lettuce 
Onions, Dry 
Parsley 


4\lbs. 20 
13 Ibs. 100 





FISH 
Fillets 


POULTRY 
Grade A, 5 Ib. av. 


Turkeys (Eviscerated) Grade A, 20-24 Ib. av. 


1 Ib. pkg. 


FRESH FRUITS 
Baking, 113s 
Jonathan, 113s 
Ripe 
Seedless, 70s 


176s 
Box, 120s 


FRESH VEGETABLES 


Bag 
Topped, bag 
Crate, 12s 
Pascal, 30s 


Curly 
Head, 48s 


Yellow, bag 
Bunch 


5 Ibs. 
4 Ibs. 
300 Ibs. 
1 doz. 
9 Ibs. 


Parsnips 
Peppers, Green 
Potatoes, White 
Radishes 
Tomatoes 


15 Ibs. 
Bag No. 1 


Bunch 


60 Ibs. Repacked (5 x 6) 


40 Ibs. 


5 Ibs. FROZEN FRUITS 


Grapefruit Sections Fresh, chilled, gal. 2 gal. 
Orange and 

Grapefruit Sections Fresh, chilled, gal 
Orange Juice Con., 32 oz. can 
Raspberries, Red 8 Ib. can, 5-1 sugar 


Rhubarb 8 Ib. can, 5-1 sugar 


4 gal 
4 cans 
1 can 
2 cans 


1 box 
Y% box 
67 Ibs. 
Y% box 

1 doz. 
13 doz. 

8 Ibs. 


FROZEN VEGETABLES 
Spears, 2% |b. pkg. 27% Ibs. 
Julienne, 24% Ib. pkg. 15 Ibs. 
Small, green, 

2% Ib. pkg. 
Cuts, 2% Ib. pkg. 
Stems and buds 

2% Ib. pkg. 
2% Ib. pkg. 
Buds, 2% Ib. pkg 
2% Ib. pkg. 
Chopped, 

2% Ib. pkg 
3 Ib. pkg. 

2% Ib. pkg. 


Asparagus 
Beans, Green 
Beans, Lima a1 
30 Ibs. 124 ibe 
53 Ibs. 

4 heads 
1 doz. Brussels Sprouts 
17 cukes Cauliflower 

5 heads Peas 

4 heads Spinach 

1 crate 
50 Ibs. 
1 doz. 


Beans, Wax 


Broccoli 
12% Ibs. 


15 Ibs. 
10 Ibs. 
22% Ibs. 


17% Ibs. 
15 Ibs. 


Squash, Winter 
2% Ibs. 


Vegetables, Mixed 
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3rd WEEK NORTH-NORTHWEST WINTER SELECTIVE CYCLE MENU —prepared by Irma Natvig, formerly head dietitian 
(MENUS TO BE USED DURING DECEMBER, JANUARY AND FEBRUARY) Sioux Valley Hospital, Sioux Falls, S. Dak. 





morning noon night 


Grapefruit Half (F) Beef Consomme Cream of Potato Sou 

or Orange Juice (S) Cheeseburgers on Bun with Catsup or Mustard (F) Roast Beef (FS) or Breaded ves) Cutlet 
Cornmeal or Chinese Omelet with Cream Sauce (S) Mashed Potatoes with may! 

or Ready-to-Eat Oven-Baked Beans (F) or Buttered Carrot Strips (S) Mashed Buttered Squash G Sher Steamed Cabbage 

Wheat Flakes — Cabbage with French Dressing Tossed Vegetable Salad with Thousand Island Dressing 

Bacon bination Salad with Thousand Island Dressing or Peach Half and Miniature Marshmallow Salad 
Whole Wheat Toast Rhubarb Crisp with eon wo Cream (F) Angel Food Cake with Seven-Minute Icing (FS) 

and Jelly or Canned Sliced Peaches in Syrup (S) or Canned Royal Anne Cherries in Syrup 


Stewed Prunes (F) Corn Chowder French Onion Soup with Garlic Croutons 
or Blended Juice (S) — Foy noni with Meat Sauce (F) Roast Loin of Pork with Spiced Apple Ring (F) 
Cooked Rice Cereal tew with Potato Topping (S) or Baked Beef Patty (S) 
or Corn Flakes Green Beans with Mushrooms (FS) or Buttered Cauliflower Stuffed Baked Potato (FS) 
Scrambled Egg Banana Nut Salad or Caesar Salad ae yoy Peas (FS) or pene Eggplant 
er Bacon Pumpkin Pie with Whipped Cream (F) Cheese and Olive Salad 
Toasted Cinnamon or Canned Pear Half in Syrup (S) | ‘itrus Pomegranate Seed Salad with Fruit Dressing 
arent = Butter | Caramel Ice Box Pudding (FS) or Canned Apricots in Syrup 
and Jelly 








day | monday | 


| tues 





Orange Juice (FS) Chicken Rice Soup Cream of Pea Soup 

or Peach Nectar Frankfurts on Buttered Buns with Catsup or Mustard (F) Beef Heart with Dressing (F) or Roast Leg of Lamb with Mint Jelly (S) 
— Wheat Cereal or Chicken a la King on Hot Rice (S) Duchess Potatoes (FS) 

uffed Rice Cereal | Mixed Vegetables (FS) or Creamed Celery Escalloped Tomatoes (F) or yy Asparagus (S) 
Seusa e Patties Deviled and Celery Fan Salad Under-the-Sea Salad or Relish P! 
w Soft Cooked Egg or Sliced Orange Stuffed Prune Salad Tapioca Pudding with Cherry Aes. <FS) 

Hot Cakes with Warm Apple Dumpling with Spicy Sauce (F) or Canned Thompson Seediess Grapes in Syrup 

Maple Syrup or Canned Fruit Cocktail in Syrup 





Stewed Fruit (F) Cream of Pureed Vegetable Soup Cream of Spinach Soup 
or Grape Juice (S) Chow Mein on Chinese Noodles with Soy Sauce (F) Broiled Loin Steak (FS) or Stuffed Green Peppers 
Malted Wheat Cereal or Creamed Asparagus and Cheese Sauce on Rusk (S) Steamed Potatoes with Gravy (FS) 
or Ready-to-Eat Buttered Wax Beans (FS) or Carrot Rings Frozen Peas in Cream (FS) or Lima Beans with Bacon 
Soy Cereal Tossed Salad with French Dressing Marinated — Salad or Blushing Pear Salad 
Poached Egg on Toast or Spiced Apple Ring and Cream Cheese Salad Caramel Nut Sundae (F) or Canned Peach Half in Syrup (S) 
Peanut Butter Blueberry Cobbler with Whipped Cream (F) or Baked Peeled Apple (S) 


thursday wednesday 





Grapefruit Half (F) Oyster Stew with Oyster Crackers Vegetable Noodle Soup 

or Orange Juice (S) Egg Salad Sandwich with Lettuce and Pickles (F) Tuna Croquettes with Tes Sauce (F) or Roast Veal (S) 
Oatmeal or Escalloped Potato and Hamburger Casserole (S) Baked Potato with Butter 

or Sugared Puffed Broccoli Spears (F) or Tiny Whole Beets (S) Mashed Rutabagas (F) or Peas and Carrots (S) 

Cereal Perfection Salad with Mayonnaise or Peach Gelatin Cube Salad Sliced Orange and Coconut Salad with Mayonnaise 
Bacon Bread Pudding with Custard Sauce (FS) or Fresh Tangerine or Celery Hearts and Radish Roses 
—2 Muffin Dutch Apple Pie (F) or Canned Bing Cherries in Syrup (S) 
with Butter 





Sliced Bananas in Cream of Celery Soup Beef Barley ~~ 
Orange Juice (FS) Individual Turkey Pie (F) or Fruit Plate with Cottage Cheese (S) Pickled Corned Beef (F) or Cubed Steak (S) 
or Prune Juice Whole Kernel Corn (F) or Asparagus Spears (S) Steamed Potatoes with Gravy (S) 
Cooked Wheat Cereal Stuffed Apricot Salad or Cucumbers in Cream Seven-Minute Cabbage (F) or Mashed Squ uash (S) 
or Bran Flake Cereal Baked Lemon Custard (FS) or Frozen Rhubarb Sauce —_ le Rings with Cream Cheese and Cherries 
Soft Cooked Egg jarinated Pickled Beet and Onion Sections 
or Bacon Gingerbread with Hot Nutmeg Sauce (F) 
Rye Toast with Jelly or Canned Pear Halves in Syrup 


me es cas re re cee me me me se re ee ee a ee ee es ee ee ee es ee ee oe ee 


PLEASE CUT ALONG THIS LINE 





Sliced Orange (F) Vegetable Juice Cocktail with Wheat Crackers Beef Barley Sou up 
or Grapefruit Prime Ribs of Beef Au Jus (FS) or Baked Chicken Cold Plate with 4 Salad (F) 

Juice (S) Mashed Potatoes and Gravy (FS) or Escalloped Turkey Casserole with Gravy (S) 

Cooked Whole Wheat Glazed Carrots (FS) or Brussels Sprouts French Cut Green Beans (FS) or Cauliflower with Cheese 
Cereal Molded Cranberry Nut Salad with Mayonnaise Lettuce Wedge with Mayonnaise and Hard Cooked Egg 
or Corn Flakes or Grapefruit Apple Salad with Fruit Dressing or Citrus Salad 

Fried Egg Onion Bun with Butter (F) Orange Sponge Cake with Icing (FS) or Fresh Fruit Cup 
er Bacon Deep Dish Peach Pie (F) or Vanilla ice Cream (S) 

Cinnamon Roll 
with Butter 














(F)—Full Diet (S)—Soft Diet (FS) —Full and Soft Diet Bread, butter and a choice of beverages are to be included with each meal. 





Item, eaten, Amounts & No. of Servings | Item, Specifications, Amounts & No. of Servings | Item, Specifications, Amounts & No. of Servings 





BEEF POULTRY Radishes Bunch 1 doz. 
Brisket, Corned Fowl (Eviscerated) Grade A, 5 Ib. av. 15 bs. 20 | Tomatoes Repacked (5x6) 7% Ibs. 
(Boneless) U. S. Good 20 Ibs. Turkeys (Eviscerated) Grade A, Turnips, Yellow 18 Ibs. 
Ground Beef U. S. Good 5 Ib. pkg. = - . Evi ed) ¢ ay} cy 4 a. } 
Heart S. ryers (Eviscera' rade A, . av. s. 
Roast, Ribs U. S. Choice 40 Ibs. A FROZEN FRUITS 
Round ples 8 Ib. can 3 cans 


Blueberries Dry, 8 tb. can 3 cans 
ste Bonclens) ¥. :. — 20 Ibs. FRESH FRUITS Grapefruit Juice Con., 32 oz. can 1 can 
\ ‘sacaa 5 Ibs. hove Baking, a, Grapefruit Sections Fresh, chilled, gal. 1 gal. 
Steaks, Sirloin Butt U.S. 7 18 ths. 12 al Ripe sepia 54 Ibs. a ne ee — 
ee —— S og 29 | Grapefruit Seedless, 70s Grapefruit Sections Fresh, chilled, gal. 3 gal. 

Lemons . Rhubarb 8 Ib. can, 5-1 sugar 4 cans 
LAMB Oranges 176s 
z . Pomegranates 2 
Leg (B.R.T.) U. S. Choice, yearling 14 Ibs. Tangerines Crate, 144 : FROZEN VEGETABLES 
Asparagus oe, 2% Ib. pkg. 
PORK 
Asparagus 
Bacon (Sliced) 24-26-1 Ib. 25 Ibs. FRESH VEGETABLES Beans, Green cuts 4 tb * ts hs 
Loin (Boneless) Grade A, 10-12 Ibs. 20 ibs. 60 | Cabbage Bag , Beans, Green Julienne, 2% Ib. pkg. 19 Ibs. 
Sausage (Bulk) Lean 10 ibs. 40 | Carrots Topped, bag % Beans, Lima ry reen, 
Pascal, 30s yk ok 2% Ibs. 


Celery ‘ 

PREPARED MEATS Celery Cabbage Crate, 12s Beans, Wax cute 2% Ma okey 15 Ibs. 
Assorted Cold Cuts Sibs. 60 ee Broccoli aie buds, 
Frankfurts 8-1 Ib. 25 Ibs. 100 Escaroe Ham. 24s Brussels Sprouts 2% Ib ny g 
ettuce ead, 48s auliflower Bud 
VEAL Onions, Dry Yellow, bag bs. Peas 24 Ib 2% Ib. phe. 
Chop Suey Meat U. S. Good 25 Ibs. 100 | Parsley Bunch ~ Peas and Carrots 2% i. “54 
Cutlets U. S. Good, 40z. each 5ibs. 20 | Peppers, Green cE Squash, Winter 3 Ib. pkg. 
Leg (B.R.T.) U. S. Good 7 Ibs. 20 | Potatoes, White Bag No. 1 300 Ibs. Vegetables, Mixed Va ib. pkg. 


pha aero apenas «+S 


me reteaci 


3rd week market order for perishables (per 50 beds) 
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personnel changes 


@ Gerald E. Alkire (see Van Cleave item). 


@ Newman M. Biller, formerly executive director of the 
Home for Aged and Infirm Hebrews of New York, has 
been named executive director of the Jewish Chronic 
Disease Hospital, Brooklyn, N.Y. He has previously 
served in executive capacities at Montefiore Hospital, 
Bronx Hospital and Beth Israel Hospital, New York. 
In 1936 and 1937 Mr. Biller attended the University 
of Chicago under the Julius Rosenwald Fellowship 
in Hospital Administration. 


@ John C. Booth has been appointed as assistant director 
of the Hospital Association of Pennsylvania, Harris- 
burg, Pa. Mr. Booth received his master’s degree in 
hospital administration from the University of Michi- 
gan program in hospital administration, and served 
his administrative residency at the Peninsula Hospi- 
tal, Burlingame, Calif. 


@ John A. Bradley, Ph.D., has been appointed to the posi- 
tion of associate administrator and director of re- 
search of Santa Rosa Medical Center, San Antonio, 
Tex., it was recently announced. Dr. Bradley, a native 
of Hammond, Ind., received his master’s degree in 
hospital administration and doctoral degree in health 
organization research from St. Louis University. He 
was assistant administrator at Santa Rosa in 1958. 


@ Robert L. Denholm, who has been administrator of the 
University of Colorado Medical Center at Denver 
since 1957, became chief of administrative services in 
the Colorado State Department of Institutions on 
September 15. Mr. Denholm holds a master’s degree 
in hospital administration from Northwestern Uni- 
versity. 


@ Nelson F. Evans, administrator, University Hospital, 
University of Arkansas Medical Center, Little Rock, 
has accepted a position at the American University 
in Beirut, Lebanon. He will leave his present position 
November 30. 


@ Mrs. Omer Johnson (see Wade item). 
@ Harry L. Miller (see Turner item). 


@ Arthur G. Turner has been named to the position of 
administrator of the Community Hospital of San 
Gabriel, San Gabriel, Calif., effective September 18. 
Harry L. Miller was appointed executive officer, effective 
on the same date, vacating the position of adminis- 
trator, which he has held since Jan. 1, 1960. 


@ Ray E. Van Cleave, administrator of Hiawatha (Kans.) 
Community Hospital, has been appointed assistant 
director of hospitals, University of Texas Medical 
Branch, Galveston. He holds a master’s degree in 
hospital administration from Baylor University, Waco, 
Tex. Gerald £. Alkire, who recently retired from the 
U.S. Air Force medical service as a lieutenant colonel, 
has been selected to fill the position vacated by. Mr. 
Van Cleave. 


NOVEMBER 16, 1961, VOL. 35 





MR. TURNER MR. VAN CLEAVE MR. WADE 

@ Daryle A. Wade has become the administrator of Lu- 
theran Community Hospital, Norfolk, Neb., succeed- 
ing Mrs. Omer Johnson, who was acting administrator. 
Prior to his new appointment, Mr. Wade was for 
three years executive officer of the U.S. Naval School 
of Hospital Administration, National Medical Center, 
Bethesda, Md. On June 1, 1961, he retired from the 
U.S. Navy as a commander, Medical Service Corps. 


@ Correction—In the September 16 issue of HOSPITALS, 
J.A.H.A., G. Harvey Agnew, M.D., was erroneously listed 
as J. Harvey Agnew. 


Special Notes 


> Mabel A. Barron, R.N., president of the Hospital Asso- 
ciation of Pennsylvania, recently received the highest 
honor awarded by the Commonwealth of Pennsyl- 
vania—‘Distinguished Daughter of Pennsylvania”’. 
Miss Barron is vice president of the Middle Atlantic 
Hospital Association and administrator of Ellwood 
City (Pa.) Hospital. 


p Robert E. Toomey, director of the Greenville (S.C.) 
General Hospital, was recently honored by civic lead- 
ers, the hospital board of trustees, associates and 
friends at a testimonial dinner in appreciation of his 
contributions to the hospital and the community. Mr. 
Toomey was named director of the hospital in 1953. 


p Albin H. Oberg, executive director of Clara Maass 
Hospital, Belleville, N.J., and Nils G. Axelson, admin- 
istrator of Swedish Covenant Hospital, Chicago, for- 
mer classmates at Upsala College, East Orange, N.J., 
were honored as the college’s “Alumni of the Year”. 
Both men graduated in 1949, and received their 
masters’ degrees in hospital administration from 
Northwestern University in 1951. 


>» G. Harvey Agnew, M.D., retiring professor-director of 
the Department of Hospital Administration, Univer- 
sity of Toronto, was honored by the graduates and 
students of the course at a testimonial dinner October 
23. Dr. Agnew is a past president of the American 
Hospital Association, the American Association of 
Hospital Consultants, the Ontario Hospital Associa- 
tion, and the Royal Canadian Institute. Dr. Agnew 
received the George Findlay Stephens Memorial 
Award of the Canadian Hospital Association in 1953. 
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hook meviews 


New publications in the hospital field 


ALCOHOLIC PSYCHOSES; DEMOGRAPHIC 
ASPECTS AT MIDCENTURY IN NEW 
YorkK Strate. Benjamin Malzberg. 
New Haven, Conn., Yale Center of 
Alcohol Studies, 1960. 46 pp. $2.00. 

CANADIAN HOSPITAL DIRECTORY. Cana- 
dian Hospital Association. Toronto, 
The Association, 1961. 302 pp. $3.00. 

CANCER SERVICES, FACILITIES, AND 
PROGRAMS IN THE UNITED STATES, 
1960. (U.S. Public Health Service 
publication, no. 14, rev. 1960) U.S. 
Public Health Service. Bureau of 
State Services. Cancer Control 
Program. Washington, U.S. Gov- 
ernment Printing Office, 1960. 166 
pp. 70 cents. 

CARDIO-VASCULAR SURGERY; A MAN- 
UAL FOR Nurses. Methodist Hos- 
pital, Houston, Tex. Edited by 
George H. Peddie and Frances E. 
Brush. New York, Putnam, 1961. 
170 pp. $2.75. 

COMMUNITY HEALTH PROGRAM MATE- 
RIALS; SELECTED REFERENCES. (U.S. 
Public Health Service publication, 
no. 783) U.S. Bureau of State Serv- 
ices. Program Office. Washington, 
U.S. Government Printing Office, 
1960. 59 pp. 

COUCH AND THE CIRCLE; A STORY OF 
Group PSYCHOTHERAPY. Hyman 
Spotnitz. New York, Knopf, 1961. 
274 pp. $4.50. 


CREATIVE CoLor. Faber Birren. New 
York, Reinhold Pub. Corp., 1961. 
128 pp. $10.00. 

DAILY SERVICE CHARGES IN HOSPITALS 
1960. American Hospital Associa- 
tion, Chicago, The Association, 
1961. 31 pp. $2.50. 

DENTAL SERVICE AND THE DENTAL 
STAFF; RECOMMENDATIONS ON 
RULES AND REGULATIONS. American 
Dental Association. Chicago, The 
Association, 1960. 15 pp. Single 
copy free. 

Directory. College of American Pa- 
thologists. Chicago, The College, 
1961. 102 pp. $1.00. 

DIVISION OF GENERAL MEDICAL SCI- 
ENCES, NATIONAL INSTITUTES OF 
HEALTH. (U.S. Public Health Serv- 
ice publication, no. 757) U.S. Na- 
tional Institutes of Health. Division 
of General Medical Sciences. Wash- 
ington, U.S. Government Printing 
Office, 1961, 23 pp. 15 cents. 

EveRY MAN Our NEIGHBOR; A BRIEF 
HISTORY OF THE MASSACHUSETTS 
GENERAL HOSPITAL, 1811-1961. Jo- 
seph E. Garland. Boston, Little, 
Brown, 1961. 56 pp. Limited free 
distribution. 

Geriatric Nursina. 3d ed. Kathleen 
Newton. St. Louis, Mosby, 1960. 
483 pp. $6.50. 

GOVERNMENT PUBLICATIONS AND THEIR 


Use. Rev. ed. Laurence F. Schmeck- 
ebier and Roy B. Eastin. Washing- 
ton, Brookings Institution, 1961. 
476 pp. $6.00. 

HANDBOOK FOR VOLUNTEERS IN THE 
FIELD OF AGING. Kansas. Division 
of Services for the Aging. Topeka, 
1960. 112 pp. $1.00. 

HANDBOOK OF COMMUNITY SERVICE 
Progects. Audrey R. Trecker and 
Harleigh B. Trecker. New York, 
Association Press, 1960. 519 pp. 
$6.50. 

HANDBOOK ON PROGRAMS OF THE U.S. 
Dept. OF HEALTH, EDUCATION, AND 
We.FaRE. U.S. Dept. of Health, 
Education, and Welfare. Washing- 
ton, U.S. Government Printing Of- 
fice, 1960-various paging. $1.50. 

HEALTH AND HuMANITy. Samuel Leff 
and Vera Leff. London, Lawrence 
and Wishart, 1960. 331 pp. $4.80. 

HEALTH SERVICES IN THE U.S.S.R.; RE- 
PORT PREPARED BY THE PARTICIPANTS 
IN A Stupy Tour. World Health 
Organization. Geneva, The Organi- 
zation, 1960. 58 pp. 60 cents. 

HOSsPITAL-BLUE CROSS PARTNERSHIP. 
American Hospital Association. 
Chicago, The Association, 1961, 9 
pp. Single copy free. 

HOSPITAL PLAN. Pennsylvania. Dept. 
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Specialists in a 
specialized field! 


...in fund raising...it’s NATIONAL! 


Benjamin Franklin said, “Above all, health is our greatest 
natural resource’. Is your community hospital keeping pace 
with the rapid advance of medical science? 

National’s proven record of successful accomplishment in the 
specialized field of hospital fund-raising is unparalleled. 
Write for National's booklet, ''Partners in Progress’’ today, without 


obligation. 


Gentlemen: Please send Free Copy of your booklet, 


a a ey 
| 


“Partners in Progress.” 


Name_____ a sald 


Hospital_____ 
Address___ - 
I ss decdecheiebatetdnaiinaincnerteahen 


_State 


a 


NaTioNAL Fun - Raising Services, inc) 
Tay 





82 Wall St., New York ¢ 600 S. Michigan, Chicago « 
1001 Russ Building, San Francisco © 1105 Fulton 
National Bank Bidg., Atianta © 208 Ridglea State Bank 
Bidg., Fort Worth © 621 Adolphus Tower, Dallas « 
410 Asylum Street, Hartford. 
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These Little Rays of Sunshine 
Can Perk Up Appetites! 


Here’s psychology on a toothpick! 
“Eye-Catchers” stuck into the food add a touch of 
gayety to banish the gloom some patients have, espe- 
cially at meal time. They lead to smiles — conversa- 
tion — better appetites. Equally as effective on adults 
{ as on children. Add glamour to a tray — and good 
will toward your institution. 

These cute little parasols, flags and other gadgets 
I are among the many items shown in the new DON 


Free assortment of samples; write Dept. 7, or 
ask your DON salesman about the “Eye-Catchers." 
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Cuts exposures in half! New Kodak Royal 
Blue, Kodak’s fastest medical x-ray film, 
requires only one-half the exposure for Kodak 
Blue Brand... and it lives up to the Kodak 
standard of dependability and high quality. 
Ask your Kodak Technical Representative to prove it. 


EASTMAN KODAK COMPANY 
X-ray Sales Division, Rochester 4, N.Y. 





of Welfare. Harrisburg, The De- 
partment, 1961. 120 pp. 

HUMAN EcOLoGy AND HEALTH: AN IN- 
TRODUCTION FOR ADMINISTRATORS. 
Edward S. Rogers. New York, 
Macmillan, 1960. 519 pp. $7.75. 

INTRODUCTION TO MEDICINE AND MEDI- 
CAL TERMINOLOGY. Louise E. Bollo. 
Philadelphia, Saunders, 1961. ‘356 
pp. $5.00. 

LEARNING More Asout CoMMUNICA- 
TION. Irving S. Shapiro. New York, 
National Public Relations Council 
of Health and Welfare Services. 
Inc., 1961. 24 pp. $1.00. 

MEDICAL FORMS AND PROCEDURES FOR 
INDUSTRY. Herbert L. Herschen- 
sohn. Springfield, Ill., Thomas, 
1961. 192 pp. $8.50. 





MEDICAL RECORDS; A SELECTED BIBLI- 
OGRAPHY ON VARIOUS PHASES OF 
MEDICAL ReEcorps. Catholic Hospi- 
tal Association of the United States 
and Canada. St. Louis, The Associ- 
ation, 1960. 58 pp. $1.00. 

My FRIENDS THE Doctors. Sigmund L. 
Wilens. New York, Atheneum, 
1961. 244 pp. $5.00. 

NATIONAL MUNICIPAL Po.icy 1961. 
American Municipal Association. 
Washington, The Association, 1961. 
31 pp. $1.00. 

1960 PROCEEDINGS OF THE SEVENTH 
NATIONAL CONFERENCE ON SOLICITA- 
TIONS, Oct. 31-Nov. 2, 1960, CLEVE- 
LAND, OHIO. Cleveland, The Con- 
ference, 1960. 48 pp. $6.50. 

OUTPATIENT SERVICE IN PuBLic HOspPI- 





Here's the bedpan for hard-to-move patients 


New Jones #395 Fracture stainless steel bedpan 
has a thin, tapered edge that makes it simple to slide 
under immobilized or overweight patients who are 
so difficult to move. Because of its small size the 
Jones Fracture bedpan can also be used for children 
—yet it has a greater capacity than ordinary bed- 
pans of this type. 

Both the Jones #395 Fracture bedpan and the 
Jones #510 bedpan (at left) are made of heavy 
gauge stainless steel, fit all bedpan washers. They 
can be ordered from all surgical supply houses. 


Jones #510 stainless steel 
bedpan fits at an angle so 
the patient rests comfort- 
ably on its tapered back 
edge—not humped over as 
on an ordinary bedpan. It’s 
also contoured to fit but- 
tocks, keep coccyx from 
pressing uncomfortably 
against metal. 
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If you would like to test a Jones stainless steel 
pan in your hospital, write to our Hospital Ware 
Division, Department H. 


METAL PRODUCTS COMPANY 
West Lafayette, Ohio 











TALS IN NEW ZEALAND. New Zea- 
land. Committee to Consider and 
Make Recommendations on the 
Proper Scope and Future Develop- 
ment of Hospital Outpatient Serv- 
ices in Relation to Other Health 
Services in the Community. Well- 
ington, 1960. 22 pp. 

PARADE AND FLOAT GuipE. Leroy F. 
Vaughn. Minneapolis, T. S. Deni- 
son, 1956. 162 pp. $5.00. 

PARENTS OF THE HANDICAPPED; SELF- 
ORGANIZED PARENTS’ AND RELATIVES’ 
GROUPS FOR TREATMENT OF ILL AND 
HANDICAPPED CHILDREN. Alfred H. 
Katz. Springfield, Ill., Thomas, 
1961. 155 pp. $6.00. 

POPULAR CONCEPTIONS OF MENTAL 
HEALTH: THEIR DEVELOPMENT AND 
CHANGE. Jum C. Nunnally. New 
York, Holt, Rinehart and Winston, 
1961. 311 pp. $5.00. 

PRELIMINARY DIRECTORY OF MEDICAL 
GROUPS IN THE UNITED STATES, 1959. 
(U.S. Puvlic Health Service pub- 
lication, no. 817) S. David Pom- 
rinse and Marcus S. Goldstein. 
Washington, U.S. Government 
Printing Office, 1961, 246 pp. 

PSYCHIATRY FOR Nurses. 5th ed. Louis 
J. Karnosh. St. Louis, Mosby, 1958. 
406 pp. $4.50. 

REPORT ON SOCIAL SECURITY PROGRAMS 
IN THE SOVIET UNION, PREPARED BY 
THE U.S. TEAM THAT VISITED THE 
U.S.S.R. UNDER THE EAST-WEST EX- 
CHANGE PROGRAM IN AUGUST-SEP- 
TEMBER 1958. U.S. Social Security 
Administration. Washington, U.S. 
Government Printing Office, 1960. 
157 pp. $1.00 

REPUBLIC OF THE CONGO (FORMERLY 
THE BELGIAN CONGO); A STUDY OF 
HEALTH PROBLEMS AND RESOURCES. 
U.S. Public Health Service. Divi- 
sion of International Health. Wash- 
ington, U.S. Government Printing 
Office, 1960. 115 pp. 75 cents. 

ROSTER: EXECUTIVES OF STATE AND 
County MEDICAL SOCIETIES. Ameri- 
can Medical Association. Chicago, 
The Association, 1961. 44 pp. Free. 

SAMPLE DESIGN IN BUSINESS RESEARCH. 
William E. Deming. New York, 
Wiley, 1960. 517 pp. $12.00. 

SELECTED EXCERPTS AND BIBLIOGRAPHY 
ON THE 1960-61 INTER-COLLEGIATE 
DEBATE PROPOSITION RESOLVED: 
THAT THE UNITED STATES SHOULD 
Apopt A PROGRAM OF COMPULSORY 
HEALTH INSURANCE FOR ALL CITI- 
zENS. U.S. Library of Congress. 
Legislative Reference Service. 
Washington, U.S. Government 
Printing Office, 1960. various pag- 
ing. 

Siete OF CHARITY OF NEW YORK, 
1809-1959. Marie de Lourdes 
Walsh. Foreword by Francis Cardi- 
nal Spellman. New York, Fordham 
University Press, 1960. 3 volumes. 
$15.00 for 3 volumes. 

STaTE APPROVED SCHOOLS OF PROFES- 
SIONAL NursInG. National League 
for Nursing. New York, The League, 
1961. 40 pp. $1.25. 

StaTe Pian. Connecticut. State Dept. 
of Health. Hartford, The Depart- 
ment, 1960. 96 pp. 

SYSTEMS OF SOCIAL SECURITY: GREAT 
BriTAIn. International Labour Of- 
fice. Geneva, The Office, 1957. 73 
pp. 60 cents. 

THERAPY THROUGH HORTICULTURE. 
Donald P. Watson and Alice W. 
Burlingame. New York, Macmillan, 
1960. 134 pp. $4.95. September 15, 
1961. 
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LOOK TO THE FUTURE WITH ROYAL 


Cases are sound-deadened and sealed against dust. Stainless steel 
drawer pulls are fully recessed. There are no screws to loosen or 
come out on pulls—or on backs and side panels. Exterior frame in 
Satin Chrome or Plastelle enamel, interchangeable tops, legs, panels 
and drawer fronts all assure you of carefree beauty that will last. 


NEW CHALET room furniture by Royal is your best investment. 
|The furniture with the built-in future, Chalet is the latest of Royal’s 
icomplete lines for hospitals and nursing homes. So durable, it’s guar- 
anteed for 10 years; so economical, it pays to buy now. Sturdy O-frame 
construction assures rigid durability and maintenance-free service. 


Chalet’s Four-Drawer Dresser Desk makes the most of room space with good 


looks and strength to spare. Self-edge Royaloid top defies damage and wear. 
Write for full information. ROYAL METAL MANUFACTURING COMPANY, Dept. 
51-K One Park Avenue, New York 16, N. Y. In Canada—Galt, Ontario. SHOW- 
ROOMS: New York, Chicago, Los Angeles, San Francisco, Seattle; Galt, Ontario. 


HOSPITAL &@ FURNITURE 











HEW Budget Cut $102 Million 


Within a week after President John F. Kennedy 
ordered economy in government spending, a budget 
cut of nearly $102 million in the current fiscal year 
had been ordered for the Department of Health, Edu- 
cation, and Welfare. The action taken by Abraham A. 
Ribicoff, Secretary of Health, Education, and Welfare, 
was disclosed on November 1. Exact details of the 
cuts were not immediately made known, but it was 
disclosed that the biggest reduction would be $76.8 
million in Public Health Service funds. It was not 
stated whether Hill-Burton activities would be af- 
fected, and if so, how much, but it was reported that 
there would be a $60 million cut in the total for the 
National Institutes of Health. Among other reductions 
were: Food and Drug Administration, $1.2 million: 
Office of Vocational Rehabilitation, $1.1 million, and 
the Social Security Administration, $316,000. 

The amount of the over-all cut indicated there 
would be a reduction of about 20 per cent in HEW 
program expansion plans. A big share of the cut was 
made possible by the elimination of 627 HEW jobs. 
These were newly authorized jobs and had not yet 
been filled. 

The $60 million cut in NIH funds was not unex- 
pected. A record sum of $738,335,000 was appropri- 
ated by congress for NIH in the current fiscal year. 
This was $150 million more than President Kennedy 
had requested. Prior to Congress’ final action on this 
appropriation, Secretary Ribicoff stated that the ad- 
ministration felt its lower budget figure would pro- 
vide adequate funds for NIH activities. In making 
his economy request in late October to federal agency 
and department heads, President Kennedy noted that 
congressional appropriations ‘‘are only a ceiling, not a 
mandate to spend”’. 


New Doctor Draft Anticipated 


The possibility of another doctor draft within the 
next few months is foreseen by Selective Service 
officials. Early in October, the Department of Defense 
asked Selective Service for a draft of 495 doctors, 
apportioned as follows: 275 for the Army, 150 for 
the Air Force and 70 for the Navy. The 495 total was 
based on the calling up of physicians in the ready 
reserve. Subsequently the Department of Defense 
ruled that it would not call up involuntarily any 
doctors who have had 21 or more months of active 
duty and are in the ready reserve but not in pay 
status. The ruling does not apply to National Guard 
or reserve unit members who are in pay status. How- 
ever, the cutback in available doctors for military 
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service as a result of the postdraft call ruling makes 
an additional draft possible. 

Selective Service officials have also reported that 
some hospitals are threatened with the loss of certain 
residents. They are doctors who have not completed 
21 months of military service or who are not enrolled 
in the Berry Plan, a program under which a physician 
may serve his internship while fulfilling his military 
requirement. Draft officials stress that hospitals 
which, barring a graver national emergency, wish to 
be sure of keeping their residents, should accept only 
those who are either Berry Plan participants or have 
completed their military service. 

The new committee appointed by President Ken- 
nedy met for the first time in Washington in late 
October. It was an orientation meeting devoted to 
explanations of what the members’ duties will be. 
No decisions were considered or made. The committee 
is scheduled to meet again in December; the exact 
date had not been set in early November. 


Social Security Advisory Group Reports 


“Long-range research in the broad field of human 
resources and social welfare” should be the responsi- 
bility of the Social Security Administration. This 
was recommended in a recent report by a special 
advisory group to William L. Mitchell, Commissioner 
of Social Security. The group had been asked by 
Commissioner Mitchell to evaluate the social security 
research program. 

Specifically, the advisory group proposed: 

@ Establishment of a special staff unit within the 
Commissioner’s office with major responsibility for 
long-range research. 

@ Strengthening the Social Security Administra- 
tion’s statistical and program-related studies and 
giving more attention to the needs of existing and 
potential consumers of its research and statistics. 

@ Appointment by the Commissioner of an Ad- 
visory Committee on Research Development. 

@ Increased time by the research staff for consulta- 
tion and liaison with social scientists and research 
centers. 

@ Establishment of a career service position of 
Assistant Commissioner for Research and Develop- 
ment. 

Chairman of the special advisory group is Eveline 
M. Burns, Ph.D., professor at Columbia University’s 
New York School of Social Work. Among the mem- 
bers is James P. Dixon Jr., M.D., president of Antioch 
College in Ohio. 
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Executive Conference Desk with Modular Credenza and Fully Upholstered Executive Chair. 


Simmons Exciling //ew furniture for offices 


Office Span designed by John Van Koert, A.1.D. 


OFFICE SPAN is fresh, new ...a splendid combi- 
nation of efficient design, dramatic styling and rugged 
durability. OFFICE SPAN pieces are coordinated 
... pulls are integrated with the legs to give them 
their distinctive architectural look. OFFICE SPAN 
is versatile . . . desks in a variety of styles and sizes, 
credenzas, file cabinets, chairs, bookcases, storage 
units and office partitions make up the complete line. 
Get OFFICE SPAN prices from Simmons or from 
your Simmons Agent. Planning service is available. 


Conference Table of 
generous proportions, 
seats eight. 


SIMMONS COMPANY 


CONTRACT DIVISION 


MERCHANDISE MART ¢ CHICAGO 54, ILLINOIS 








rue@w 


‘Lubasporin’ 


brand 


URETHRAL ANTIBACTERIAL LUBRICANT STERILE 


For lubricating urological and gynecological instruments when antibac- 
terial action in the lubricant is indicated to help prevent infection in the 
following procedures: Catheterization = Cystoscopy # Transurethral pro- 
cedures # Dilation = Sterile pelvic procedures = Vaginal surgery 


Each gram of ‘Lubasporin’ contains: Se ait 


‘Aerosporin’”® brand Polymyxin B Sulfate . . . 5,000 Units weirs § 
Benzalkonium Chloride . ‘LUBASPORIN” 
Available in 5 Gm. tube with separate sterile oncromad curigactenian Loseican 
urethral applicator tip. 





also available é Lub a fax’ 


SURGICAL LUBRICANT STERILE. 
Tubes of 5 0z., 2 oz., and 5 Gm. 





ADVANTAGES OF ‘LUBASPORIN’ AND ‘LUBAFAX’ 
Sterile m Transparent m Nonirritating m= Adheres firmly to 
instruments m Washes off easily m No unpleasant odor m Suit- 


able viscosity for optimum lubrication 


Complete literature available upon request. 


BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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BLAST IN CHICAGO INJURES 250— 





Hospitals Put Disaster Plans In Action, 
Aid Victims of Cosmetic Plant Explosion 


For the second time in less than three years, hospitals on the northwest 
side of Chicago administered lifesaving emergency aid to disaster victims. 
A few minutes before 9 a.m. on October 18, an overheated chemical 
mixing tank in the Helene Curtis cosmetic plant caused one of the largest 
explosions in Chicago’s history. The shock of the blast was so great that 


personnel in a nearby hospital 
thought that part of their building 
had exploded. 

More than 250 victims, most of 
them employees of a Zenith Radio 
Corp. plant situated one-half block 
from the Curtis plant, were given 
aid at 10 hospitals in the area. 





Most of the Zenith employees were 
injured by flying glass when the 
impact smashed windows in. the 
plant. An electronic warning sys- 
tem gave the 15 employees of the 
Curtis chemical mixing plant 
enough time to escape, and was 


THESE SCENES DEPICT the dramatic emergency care efforts at St. Anne’s Hospital in Chicago, 
where victims of an explosion at the nearby Helene Curtis plant received aid. The auditorium 
of the hospital was converted into an emergency treatment center, and 188 injured per- 
sons were treated in one morning. Almost the entire hospital staff was pressed into service. 
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credited with saving many lives. 

Disaster victims were taken to 
the following hospitals: St. Anne’s 
Walther Memorial, St. Mary of 
Nazareth, Garfield Park, Franklin 
Boulevard, Belmont, St. Eliza- 
beth’s, Lutheran Deaconess, Nor- 
wegian American and West Subur- 
ban. For many of those involved, 
the explosion recalled the tragic 
scene of Dec. 1, 1958, when most 
of these same hospitals treated 
some 200 victims of the fire that 
raged through Our Lady of Angels 
School. 

According to Howard F. Cook, 
executive director of the Chicago 
Hospital Council (CHC), much of 
the efficiency exhibited by hospi- 
tals during the Curtis disaster can 
be attributed to the intensive re- 
view of disaster problems con- 
ducted in the hospitals following 
the school fire. 

Although some of the hospitals 
received no warning of the Curtis 
disaster until the first casualties 
began to arrive, in all cases, the 
hospitals responded immediately. 
Within minutes, disaster plans went 
into effect, emergency aid centers 
were set up, supplies were made 
available and needed personnel 
were alerted. 

St. Anne’s Hospital, situated 
some 14 or 15 blocks from the 
Curtis plant, took in 188 injured. 
Of these, 40 were admitted to the 
hospital and 148 were treated and 
released. Most of the victims were 
suffering from shock, lacerations 
and bruises caused by flying glass 
and other objects, or burns. There 
was only one fatality resulting 
from the explosion. 


PHYSICAL SETUP CALLED EXCELLENT 


Joseph McGovern, administra- 
tive assistant at St. Anne’s Hospi- 
tal, said that one of the remark- 
able feats at the hospital was that 
the 148 outpatients were all treated 
between 9 a.m. and 1 p.m. 

“The physical setup at the hos- 
pital was excellent,” he said. The 
auditorium was transformed into 
an emergency aid center for am- 
bulatory patients, and the adjacent 
corridor was used as an examina- 
tion center where eye specialists, 
wearing jeweler’s lenses, exam- 
ined the eyes of every patient for 
particles of glass. Offices along the 
corridor, he explained were used 
as an information center. 

(Continued on next page) 





“One of the keys to the whole 
efficient operation,” Mr, McGov- 
ern said, “was the physician sta- 
tioned at the door whose responsi- 
bility it was to decide where each 
patient should be sent.” Each pa- 
tient went to one of three areas: 
severe cases to surgery; interme- 
diate cases to the regular emer- 
gency room, and minor cases to the 
emergency aid station in the au- 
ditorium. 

Some of the problems encoun- 
tered during the fire at Our Lady 


of Angels School three years ago 


no longer exist, Mr. McGovern 
pointed out. For example, he said, 


a classroom was turned into a 
waiting room for friends and rela- 
tives, and was an efficient means 
of keeping these people informed, 
yet out of the emergency areas. 
The waiting room was manned by 
hospital staff, and the hospital’s 
kitchen served coffee and sand- 
wiches. 

Good traffic control and a well- 
rehearsed disaster plan were among 
the factors responsible for the 
over-all efficiency and success of 
the hospital’s handling of the dis- 
aster, according to the spokesman 
for St. Anne’s. The housekeeping 
staff wore special arm bands and 
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Proposed new Henry Clay Frick Community Hospital, | Mt. Pleasant, Pa. 
Architect: James H. Ritchie & Associates, Boston. 


Community of 30,000 exceeds 
$750,000 hospital goal with 


Ketchum, Inc. profes 
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More than 800 volunteers under the leadership of Campaign Chairman John 
A. Robertshaw, Jr. raised $761,461 against a goal of $750,000 to provide the 


a Pennsylvania communities of Mt. 


Pleasant and Scottdale with a new 


$2,2: 250,000 hospital. Ketchum, Inc. served as professional fund-raising counsel. 

The balance of the needed funds to construct the 104-bed Henry Clay 
Frick Community Hospital will be acquired through a Hill-Burton grant, 
the sale of the present hospital, and other assets. 

Ketchum, Inc. conducted a preliminary survey for the Hospital Board, 
organized, trained and directed the large enthusiastic volunteer organization, 
and will continue to advise the Board during the final pledge collection period. 

With 42 years’ experience in professional campaign direction, Ketchum, 
Inc. has helped hundreds of hospitals achieve or surpass fund-raising goals. 
If your hospital is planning a campaign, we will be happy to discuss plans 


with you at no obligation. 
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acted as guides, keeping unau- 
thorized persons out of patient 
areas. The hospital keeps its em- 
ployees and physicians informed of 
changes in the disaster plan, and 
practice drills are held frequently. 
The assistant administrator noted 
that the hospital had had two re- 
cent “dress rehearsals’—one on 
September 12 when a minor fire 
broke out, and another on Sep- 
tember 13 when a flood was dis- 
covered. Following these minor 
experiences, the hospital’s house 
organ reminded personnel to keep 
alert to disaster procedures. 

One of the problems confronting 
St. Anne’s Hospital was the lack 
of advance warning. Ninety per 
cent of the patients arrived by pri- 
vate car rather than by ambulance, 
and the hospital had no oppor- 
tunity to determine how many 
casualties there would be or to 
pre-evaluate the seriousness of the 
injuries. 

Reviewing his hospital’s experi- 
ence, Mr. McGovern recommended 
that hospitals also have an organ- 
ized post-disaster procedure. He 
said it is important, especially in 
a large hospital, to have a cen- 
tralized means of handling the 
dozens of telephone calls, insur- 
ance reports, police reports and re- 
quests for information that come 
in for at least two days after such 
a disaster, He said that a major 
disaster often produces circum- 
stances that make it difficult to 
process these matters through the 
usual channels. 


ADVANCE NOTICE ‘INVALUABLE’ 


William R. Sittler, administrator 
of Walther Memorial Hospital, said 
that the hospital was notified ap- 
proximately 10 minutes before the 
injured began to arrive. This alert, 
he said, was invaluable because it 
gave just enough time for a few 
essential steps to be taken in prep- 
aration. 

Mr. Sittler said that the hospi- 
tal’s disaster plan is reviewed with 
personnel periodically. He _ said 
that disaster tags in triplicate are 
kept on hand, private lines have 
been installed in the administra- 
tor’s office for outgoing calls, and 
a large quantity of prepackaged 
medicines and supplies are always 
available. These, among others, are 
practices resulting from the hos- 
pital’s previous experience during 
the Our Lady of Angels fire. 

According to Mr. Sittler, “just 
handling calls from relatives is 
sometimes a problem”. He recom- 
mended a centralized agency be 
established to collect information 
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from hospitals caring for disaster 
patients, and to serve as a clear- 
inghouse for information for rela- 
tives of patients and the press. He 
said that this prearranged plan 
would expedite the handling of 
information and ease the burden 
on hospitals. 

In summarizing some of the 
problems of hospitals involved in 
the Curtis explosion, Howard F. 
Cook, CHC executive director, said 
that lack of advance notice is still 
a major concern, “The Chicago 
Hospital Council,” he said, “is re- 
initiating its earlier efforts to gain 
a better understanding of this prob- 
lem and is scheduling conferences 
with city officials.” 

Mr. Cook said the problem of 
heavily loaded switchboards still 
exists, but the “situation is vastly 
improved over that of 1958”. He 
said conferences with telephone 
company representatives have re- 
sulted in a survey of the telephone 
requirements of Chicago area hos- 
pitals, Private lines have been in- 
stalled in hospitals, so that out- 
going calls can be made even when 
the switchboard is jammed. 

Among the other aspects of dis- 
aster procedure on which he com- 
mented were: 

@ Central information centers—A 
need for further centralization of 
information on injured persons was 


evident in order to (1) keep the 
public imraediately informed, and 
(2) assist news media, Red Cross 
and civil defense authorities in 
compiling master lists of injured. 
e@ Prepackaged supplies—No short- 
age of prepackaged or presterilized 
injectables and dressings was re- 
ported. All hospitals were well 
supplied with drugs. 

e Identification of patients—Iden- 
tification tags in triplicate were in 
good supply to aid hospitals in ac- 
curate record keeping. 

e Additional personnel—Neigh- 
boring hospitals offered additional 
personnel. St. Elizabeth’s Hospital 
sent two nurses to help at St. 
Anne’s Hospital. Civil defense of- 
fered volunteers, and the Red Cross 
helped in the transportation of pa- 
tients who were immediately dis- 
charged. 

e The press—Hospitals reported 
that reporters and photographers 
at the scene were cooperative, and 
that the press appreciated the 
prompt and complete information 
that the hospitals supplied. 

@ Follow-up clinic—It was recom- 
mended that a follow-up clinic be 
held a few days after a disaster for 
outpatients who were treated and 
released, in order to check the 
progress of patients whose personal 
physicians would not. know what 
services the hospital performed. ® 


Medical Services Must Not Be Abused, Says 
Panelist At Symposium On Medical Care 


“The public must be taught—by well designed programs—that medical 
services should be used but not abused,” Clifton L. Reeder, M.D., vice 
president and medical director of the Continental Assurance Company, 
Chicago, told a group of business men at a symposium on “Medical Care 


and Hospital Costs,” 

Other members of a five-man 
panel of experts represented busi- 
ness, hospitals, physicians and Blue 
Cross. The symposium was part of 
the 43rd annual meeting of the 
Illinois State Chamber of Com- 
merce. 

Dr. Reeder acknowledged that 
the present system of medical care 
is not perfect, and is abused by the 
public, by hospitals, by medicine, 
and to a lesser extent by the drug 
industry. He also warned, however, 
against the threat of a social secu- 
rity system that might eventually 
lead to “complete government con- 
trol” of hospital and medical care. 

Expressing the viewpoint of in- 
surance companies, he urged the 
establishment of more utilization 
committees, and said that it “‘is 
imperative that they be formed 
and put into effect’. He also spoke 
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in Chicago, October 19. 





in favor of deductible and coinsur- 
ance factors in health insurance 
contracts. 

According to Ray E. Brown, vice 
president in charge of administra- 
tion, University of Chicago Clinics, 
and past president of the American 
Hospital Association, the future of 
hospital costs depends, to a large 
extent, on the decisions that busi- 
ness makes. When business raises 
its prices, it raises the cost of hos- 
pital and medical care, he_said. 

Mr. Brown explained that hos- 
pital costs have increased from an 
average of $9.39 per day in 1946 to 
$32.23 per day in 1960, or 243 per 
cent, and he pointed out that wages 
have been a major contributing 
factor in the increase. ‘Hospitals 
require manned stations on a 24- 
hour basis,” he said, and they can- 


not be automated to the same de- 
gree as industry. 

Short-range fiscal costs are “‘fin- 
ger in the dike” solutions to rising 
hospital costs, Walter J. McNerney, 
president, Blue Cross Association, 
told the audience. Speaking for the 
nonprofit plans, Mr. McNerney said 
that a long-range approach toward 
quality and cost must be taken, He 
suggested utilization committees, 
regional planning, audit controls 
and other means of direct control. 

“Health coverage is here to stay 
and its scope will increase,” said 
Mr. McNerney. He pointed out that 
there is no correlation between in- 
come and expenses in medical care 
—a situation he called “unique to 
medical care”. 

According to Mr. McNerney, the 
major part of the health insurance 
bill is related to employment. Man- 
agement must take new interest in 
the quality and scope of benefits. 
“You are up to your neck in med- 
ical economics,” he told his audi- 
ence. “The business community has 
an increasingly big role to play and 
must choose its alternatives care- 
fully,” he concluded. 

Leonard W. Martin, Ph.D., di- 
rector, department of economics 
research, American Medical Asso- 
ciation, said that in his opinion 
statistics on the cost of hospital 
care are not so alarming when 
viewed in terms of the increases in 
quality and quantity of service. He 
said a genuine mutual understand- 
ing is necessary between statisti- 
cians, staff and hospital account- 
ants. s 


Tighter Controls Urged 
For Illinois Hospitals 


Karl S. Klicka, M.D., executive 
director of the Hospital Planning 
Council of Metropolitan Chicago, 
recently called for new state legis- 
lation to combat crime syndicate 
control of proprietary hospitals in 
Chicago. 

According to the third annual 
report of the planning council in- 
vestigations in the past year have 
disclosed that several proposed 
proprietary hospitals, as well as 
one already under construction, 
are reputed to have crime syndi- 
cate connections. The report called 
this the “most sinister aspect to 
the proprietary hospital problem”’. 

Dr. Klicka called the problem 
one “of grave concern,” and urged 
that legislation setting minimum 
standards for establishing a hos- 
pital be enacted as soon as pos- 
sible. He described present laws 
as inadequate because they regu- 
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late only construction standards of 
hospitals, and do not exert social, 
legal and professional controls. 
“The Planning Council of Met- 
ropolitan Chicago,” said Dr. Klicka, 
“plans to work in close association 
with the Illinois Hospital Associa- 
tion, the Chicago Hospital Council, 
the Illinois State Department of 
Public Health and other organiza- 
tions that share the council’s con- 
cern about this serious problem.” ® 


Plans Set To Convert Hospital 
To Geriatric Nursing Home 


Plans are under way to convert 
a part of the former St. Luke’s 
Hospital in Chicago into a 450-bed 
geriatric nursing home—the largest 
of its kind in the Midwest. 

The 22-story building, and ad- 
joining power plant and service 
building, will be rehabilitated at a 
cost of more than $1 million to be 
financed under the Federal Hous- 
ing Administration. 

The nursing home complex, 
which will be called the Lake 
Vista, is expected to be completed 
in the summer of 1962. It will 
provide comprehensive facilities for 
the care of geriatric conditions and 
diseases, with emphasis on reha- 
bilitation. Research therapy and 
psychiatric treatment will be part 
of the program. 

Use of the hospital building for 
this purpose has been discussed 
since it was closed in 1959 follow- 
ing the incorporation of St. Luke’s 
with Presbyterian Hospital. Ac- 
cording to the nursing home’s 
sponsors, only once before has the 
FHA issued a mortgage for a large- 
scale hospital rehabilitation. 

Patrick D. DeMoon, executive 
director of Franklin Boulevard and 
Central Community Hospitals, will 
assume a similar position at the 
new Lake Vista complex. He said 
that Lake Vista is the first step in 
the development of a comprehen- 
sive center for the care of the 
aged. . 


Doris Gleason Resigns 


Doris Gleason, R.R.L., executive 
director of the American Associa- 
tion of Medical Record Librarians, 
has resigned effective Oct. 31, 1961. 
She has served the association in 
this capacity for the past 10 years. 

Mary J. Waterstraat, a former 
director of the School of Medical 
Record Science at Grant Hospital 
in Chicago, has been appointed 
executive director on a temporary 
basis until a permanent appoint- 
ment is made. LJ 
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...with the baked-on finish 
that stays like new for years 


Distinctive hospital interiors need not be expensive to maintain. New 
Marlite Trendwoods, for example, capture the beauty and warmth of 
fine hardwoods, yet they wash in minutes with a damp cloth . . . keep 
maintenance costs low. 

With its tough high-heat-baked melamine plastic finish, Marlite pro- 
vides remarkable resistance to stains, scuffs . . . needs no painting or 
further protection. Mercurochrome, alcohol, fruit juices, ordinary acids 
—even boiling water—have no effect on this economical paneling. 

You can choose from six beautiful wood grains . . . ready to install 
by your own maintenance men without interrupting normal hospital 
activities. See your architect, contractor, building materials dealer, or 
write Marlite Division of Masonite Corporation, Dept. 1112, Dover, Ohio. 
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Hospital Council Concerned 
Over Growing Bed Capacity 


There are 4600 more general 
hospital beds in the City of New 
York now than there were in 1950 
and 444 more than in 1960, the 
Hospital Council of Greater New 
York noted in its annual hospital 
inventory, Hospitals and Related 
Facilities in New York City, 1961. 
This continuing increase in hospi- 
tal capacity in the face of a slight 
population decline is, in the hos- 
pital council’s judgment, a cause 
for concern. 

The council is the voluntary 
nonprofit community agency estab- 
lished in 1938 to coordinate the 
hospital and organized health serv- 
ices of New York and to plan the 
development of these services in 
relation to measured needs. 

According to Hospitals and Re- 
lated Facilities, 1961, hospital ca- 
pacity for general care within the 
city is 37,871 beds. On an average 
day last year about 9000 of these 
beds were not in use. The council 
recognizes that hospitals must have 
some empty beds if they are to 
meet the demands that are placed 
upon them, but says that an aver- 
age figure of 6000 for the city 
rather than 9000 would represent 
more efficient hospital use. 

For the first time the council’s 
annual inventory includes all nurs- 
ing home type beds—those in in- 
firmaries of homes for the aged as 
well as in nursing and convalescent 
homes. The total capacity for this 
type of care is stated as 17,027 
beds. The council believes a sub- 


stantial increase in the nursing 
home beds under voluntary control 
is desirable, particularly in nursing 
homes in close affiliation with vol- 
untary hospitals. 

In releasing the inventory, the 
council also called attention to the 


scarcity of voluntary hospital beds | 


for the care of psychiatric patients. 
Only eight voluntary general care 


hospitals in New York have units | 


for psychiatric service, it was noted, 
with a combined capacity of 301 
beds. « 


AHA Statement Reaffirms 
Use of ICD Code By Hospitals 


In a statement to allied hospital 
associations, the American Hospi- 
tal Association (AHA) reaffirmed 
its support of educational programs 
in the use of the International 
Classification of Diseases (ICD) by 
hospitals, and stated that it would 
encourage adoption of ICD by hos- 
pitals. 

According to the statement, the 
AHA has been corresponding with 
the Department of Health, Educa- 
tion, and Welfare regarding the 
HEW Annual Statistical Report of 
Medical and Remedial Care Pro- 
vided Through Public Assistance 
Vendor Payments. In the report, 
state agencies are asked to show 
the distribution of hospital dis- 
charges of clients under several 
federally aided welfare programs, 
classified by discharge diagnoses 
into 41 diagnostic groupings ac- 
cording to ICD. 

The AHA statement reported 
that attempts by some state agen- 
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SOUTH SIDE HOSPITAL, Pittsburgh, dedicated its new school of nursing ao 14. The cfoeamiontn 
shows the entrance to the new $1.2 million, eight-story building which is equipped to provide 
modern nurse training facilities for 97 resident students. 
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e@ Provides needed relaxation and therapy for 
your patients 

@ Saves on labor. . . guarantees a reduction 
in nuisance room calls 

@ Eliminates room-to-room noise problems 

@ Eliminates all hospital capital outlay and 
maintenance requirements 

@ Provides welcome extra income! 


EXCLUSIVE 
REMOTE 
CONTROL 


the key to quiet, 
relaxing, personalized TV! 


Write for our “Administrator Approved" plans 


television systems, inc. 


Minneapolis 3, Minn. 
FEderal 9-7437 








How to save 
14th the cost 
of modernizing 
your kitchen 


Unlike your kitchen, United 
States Savings Bonds get better 
with age. Hold them until they 
mature, and you get back $4 for 
every $3 you put in. This means 
if you start buying Savings Bonds 
now, the money plus interest will 
be ready to modernize when you 
are. A modest plan will do it for 
you. Just 63¢ a day, for example, 
adds up in 40 months to $750 
saved—and Savings Bonds 
worth $1000 at maturity. That’s 
like getting a 25% discount on 
your new kitchen, or whatever 
room you decide to modernize. 


Guaranteed in writing. The Govern- 
ment guarantees that you get 334 % inter- 
est to maturity. A table on the back shows 
you exactly how your Savings Bond grows. 


Why U.S. Bonds are good 
to buy and hold 


You can save automatically on the 
Payroll Savings Plan, or buy Bonds 
at any Bank « You now earn 334% 
to maturity, 44% more than ever 
before + You invest without risk 
under a U.S. Government guaran- 
tee - Your Bonds are replaced free 
if lost or stolen « You can get your 
money with interest anytime you 
want it +» You save more than 
money —you buy shares in a 
stronger America. 


Will you be ready to modernize when your 
home needs it? Buying U.S. Savings Bonds will 
help. This way you save money that will pay $4 
worth of remodeling for every $3 you put aside. 
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cies to require that this coding of 
diagnoses be done by hospitals in 
order to simplify the agencies’ re- 
porting problems created difficulty 
for hospitals, 

HEW has assured the AHA that 
the department makes no require- 
ment that hospitals must code the 
diagnosis ‘with respect to hospital 
discharges. The state agencies can 
code the diagnoses for their re- 
porting purposes. 

The AHA favors the use by hos- 
pitals of the ICD for purposes of 
coding and indexing diagnoses, and 
the statement points out that hos- 
pitals now using this coding system 
for their own purposes can render 
a service to state agencies by re- 
porting diagnoses with the ICD 
code numbers. a 


St. Vincent’s Hospitals 
Announce Merger 


The merger of St. Vincent’s Hos- 
pital of Westchester County, N.Y., 
with St. Vincent’s Hospital of the 
City of New York has been an- 
nounced by Mother Loretto Ber- 
nard, president of the board of 
managers of the two hospitals. 

St. Vincent’s in New York City 
is a 768-bed, voluntary general 
hospital with facilities for all disci- 
plines of medicine, including an ac- 
tive treatment center for the men- 
tally ill constructed in 1955. The 
hospital in Westchester County has 
a capacity of 200 beds, including a 
modern 105-bed unit constructed 
in 1959, which will continue to be 
devoted exclusively to the care and 
treatment of mental and emotional 
disorders. 

According to the hospitals, the 
consolidation will result in more 
efficient and more economical op- 
eration, will integrate the activi- 
ties of the Jacob L. Reiss Mental 
Health Pavilion of St. Vincent’s 
Hospital of the City of New York 
with the Westchester Branch and 
will provide a single psychiatric 
service in the general hospital. 8 


Tennessee Hospitals Offer 
Awards to State’s Newspapers 


The Tennessee Hospital Associa- 
tion will present awards to three 
Tennessee newspapers at the an- 
nual meeting of the association in 
May. 

James E. Ferguson, president of 
the THA and administrator of the 
University of Tennessee Memorial 
Research Center and Hospital, 
Knoxville, announced that the 
awards would be made to the met- 
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ropolitan daily, community daily 
and community weekly newspapers 
publishing the best article concern- 
ing a Tennessee hospital. Awards 
in each of the three categories will 
be based on an article or editorial 
published between Oct. 1, 1961 and 
April 1, 1962 and nominated by a 
Tennessee hospital. ad 


Medical Library Association 
Opens Office In Chicago 


The Medical Library Association 
has opened a headquarters office 
in Chicago, and an executive sec- 
retary has been appointed to co- 


ordinate the work of the associa- 
tion. 

Mrs. Helen Brown Schmidt, for- 
mer assistant director of the Mid- 
west Inter-Library Center in Chi- 
cago, is the new executive director. 
The office is located at 919 N. 
Michigan Ave., Chicago. a 





CURRENT LISTINGS OF 
NEW ASSOCIATION MEMBERS 





OKLAHOMA 
McCurtain Memorial Hospital, Idabel. 
Miami Baptist Hospital Auxiliary, Miami 


(Continued on next page) 
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OREGON 
Lebanon Community Hospital, Lebanon. 
Newberg Community Hospital, Newberg. 
New Lincoln Hospital, Toledo. 
PENNSYLVANIA 
Women’s Auxiliary of Connellsville State 
Hospital, Connellsville. 
Raymond Hospital and Clinic, Inc., Johns- 
town. 
Saint Agnes’ Hospital Ladies Auxiliary, 
Philadelphia. 
SOUTH CAROLINA 
Bailey Memorial Hospital, Clinton. 
Hope Hospital, Lockhart. 
TEXAS 
Archer County Hospital, Archer City. 
Stephens Memorial Hospital, Breckenridge. 
Commerce General Hospital, Commerce. 
Crosbyton Hospital, Crosbyton. 
R. E. Thomason General Hospital, El Paso. 
3545th USAF Hospital, Goodfellow AFB. 
Casa View General Hospital, Mesquite. 
Pasadena Bayshore Hospital, Pasadena. 
Weishuhn Hospital, Smithville. 
Knapp Memorial Methodist Hospital, Wes- 
laco. 
VIRGINIA 
Greensville Memorial Hospital, Emporia 
Galax General Hospital, Galax. 
Women’s Auxiliary Norfolk Community 
Hospital, Norfolk. 
Beth Sholom Home of Virginia, Richmond. 
WASHINGTON 
King County Hospital, Seattle. 
WEST VIRGINIA 
Calhoun General Hospital Auxiliary, 
Grantsville. 
Hampshire Memorial Hospital Auxiliary, 
Romney. 
WISCONSIN 
Bloomer Community Memorial Hospital, 
Bloomer. o 
Burlington Memorial Hospital Auxiliary, 
Burlington. 
WYOMING 


South Big Horn Hospital, Greybull. 
ARGENTINA 
Desarrollo E Investigaciones De Metodos 
& Sistemas, Buenos Aires. 
CANADA 
Kingston General Hospital, Kingston, Ont. 
NEPAL 
U.S. Operations Mission to Nepal, Kat- 
mandu. 
PERU 
Marcona Mining Company Hospital, Lima. 
TAIWAN 
Taiwan Sanitarium and Hospital, Taipei. 





Preparing volunteers for the 
psychiatric service 
(Continued from page 48) 


CONCLUSION 


There is one last point to be 
made. This concerns the moral ob- 
ligation every director of volun- 
teers or supervisor of volunteers 
has in ensuring that volunteers 
have a proper orientation, training 
and supervision before and during 
their volunteer service on a psy- 
chiatric nursing unit. 

Months of treatment of mentally 
ill patients may be destroyed by un- 
intentional remarks, flip answers, 
whispered conversation, failure to 
keep a promise, discussion of a pa- 
tient’s illness so that he overhears 
conversation, sudden interruption 
of patient’s daydreams, patients 
being told to “snap out of it,” or 
discussion of a patient’s illness, 
problem, or behavior outside the 
hospital. Likewise, if the staff de- 
votes its entire attention to only 
the most responsive patients, offers 
medical or psychiatric advice, or 
speaks to patients in a condescend- 
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ing manner, the progress of pa- 
tients will be hindered. 

Mentally ill patients may also 
have their psychotherapy disrupted 
by volunteers who have not been 
properly oriented, trained and su- 
pervised. Many neuropsychiatric 
patients experience traumatic sit- 
uations from mistakes made by in- 
adequately trained volunteers. For 
the most part, these mistakes can 
be avoided by well-planned orien- 
tation and training courses and by 
close supervision of volunteers as- 
signed to the psychiatric nursing 
unit. Every director of volunteers 
has the moral obligation to make 
certain that all volunteers in the 
hospital are properly instructed so 
the chance for their undoing the 
progress in the treatment of any 
patient is kept to a minimum. . 





Contemporary hospital pharmacy 
— its origin and evolution 
as a specialty 
(Continued from page 84) 
button economy now developing. 
Let us make sure that in matters 
involving the life or death of 
others, such as we encounter in the 
exercise of the functions of the 
health profession, all those con- 
cerned are fully prepared before 
we sacrifice too much of the per- 
sonal relationship which has been 
considered so essential in the past 
to maintain the confidence of those 
who are in need of medical care 
and to assure them that their in- 
terests will be adequately pro- 
tected. 
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Hospitals in the sixties: 

the challenges deepen 

(Continued from page 55) 
to tax people, but our real con- 
cern should be that its benefits are 
those we know to be valuable in 
the care of the aged, how are they 
administered, how payment is 
made and what effect a plan will 
have on hospital care for other 
people. There are many things to 
be said about this, but two points 
are in need of attention if the 


health services of this group are 
to be part of our voluntary system 
and if this system is to be strength- 
ened, not weakened, by a federal 
program. 

(a) The plan should provide for 
contribution by the aged citizen 
by payment of premiums during 
his retired period, not by payment 
of deductibles when he or she 
needs care. By proper subsidy, 
this contribution can be kept 
within the means of our retired 
aged. 

(b) The plan must provide for 
administration at the local level and 
permit flexibility within broadly 
defined federal standards. 

In my judgment, the time has 
come for the American Hospital 
Association to take an aggressive 
lead in developing plans along 
these lines and to seek out sup- 
port from others in the hope that 
a national plan acceptable to the 
great majority of the health pro- 
fession can be worked out. The 
time has come for a _ nationally 
applicable plan for the otherwise 
solvent aged. 

These, then, are some of the 
things we thought About in 1959 
with marginal comments on what 
I think the situation is today. In 
summary, I think we could say 
that the problems are still here. 
Some are partly solved; others not 
really helped yet. In some areas, 
by standing still, we may actually 
have slipped back. I am sure that 
the new officers have their own 
ideas on what should be done and 
I wish them well in their en- 
deavors. 

I have one parting comment to 
make to the Association and its 
membership: We must never lose 
sight of the fact that we are an 
association of hospitals—that 
means trustees, physicians, nurses, 
other professional personnel, as 
well as hospital administrators. 
Too often, I have sensed that others 
believe our Association is one of 
hospital administrators. Some of 
us tend to behave that way at 
times. We must take serious pains 
to avoid falling into that trap be- 
cause once we become another 
pressure group of “individual pro- 
fessionals,” we shall lose the sup- 
port of lots of people and hospitals 
as institutions will need, and prob- 
ably get, another national spokes- 
man. LJ 
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POSITIONS OPEN 


MEDICAL DIRECTOR for St. Joseph’s hos- 
pital, Victoria, B. C., Canada. Applicant 
must have a medical degree and training 
in Hospital Administration or equivalent 
experience. Duties will include responsi- 
bility for liaison with medical staff and 
functional officer of certain departments. 
St. Joseph’s Hospital has a capacity of 448 
with plans for immediate expansion. Ap- 
plications should contain qualifications, ex- 
perience, age, salary expectations and be 
addressed to: Sister Mary Ann Celesta, 
Administrator, St. Joseph’s Hospital, Vic- 
toria, B. C 








Immediate opportunity available for both 
HEAD NURSES and ADMINISTRATIVE 
NURSES in beautiful Ogden, Utah. The 
Thomas D. Dee Memorial Hospital has 240 
beds and is a general hospital. Gractuate 
degrees and experiences preferred and ap- 
plicants must possess a minimum of B. S. 
Degree or equivalent in terms of super- 
visory experience. Salaries are open de- 
pending on background and experience of 
applicant. Progressive policies make this an 
exceptionally inviting area in which to 
practice. Make application or inquiry to 
Director of Personnel, Thomas D. Dee Me- 
morial Hospital, 2440 Harrison Boulevard, 
Ogden, Utah. 





DIETITIAN for 152 bed general hospital 
opened in 1953 and located in Columbia, 
Tennessee, 40 miles directly south of Nash- 
ville in a rapidly growing area. Prefer die- 
titian in the age bracket of 30-45. Salary 
open. Contact William B. Barnhart, Ad- 
ministrator Maury voy, eels 


EXECUTIVE HOUSEKEEPER: Snesiens 
opportunity in a large modern 500 bed 
hospital, with fine equipment, and a well 
staffed department. Generous person- 
nel policies. Apply Personnel Director, The 
Christ Hospital, Cincinnati, Ohio. 





STAFF DIETITIAN: Excellent opportu- 
nity for Therapeutic Dietitian in 500 bed 
hospital, with intern resident program, 
school of nursing, salary open, commen- 
surate with background, liberal benefit 
program. Apply Personnel Department, 
Christ Hospital, 2139 Auburn Avenue, Cin- 
cinnati, Ohio. 





ASSISTANT DIRECTOR NURSING SERV- 
ICE: 215 Bed Catholic Hospital, Masters 
Degree Nursing Service Administration re- 
quired, good salary and benefits, immedi- 
ate opening. Apply; Personnel Director, St. 
Margaret’s Hospital, Kansas City, Kansas. 
COMPTROLLER: 65 bed general neiciiien: 
Excellent salary and potential for growth. 
Mrs. C. Caloggers, Administrator (Acting), 
Chelsea Memorial Hospital, 100 Bellingham 
Street, Chelsea 50, Mass. 





DIRECTOR OF NURSING new 108 bed 
non-profit general hospital; no school of 
nursing; stable community 12,000 in North- 
western Ohio; degree preferred; salary 
commensurate with qualifications. Apply 
administrator Van Wert County Hospital, 
Van Wert, Ohio. 





EXPERIENCED HOUSEKEEPING MAN- 
AGER with ability to supervise housekeep- 
ing personnel and with good understanding 
of organizing housekeeping functions for a 
hospital with 200 beds, located in Western 
Michigan. In replying furnish resume of 
experiences, references and age to: HOS- 
PITALS, Box L-19. 


Classifications: Classified advertis- 
ing accepted to run under the fol- 
lowing headings: 1—Services; 2— 
Instruction; 3— Wanted; 4— For 
Sale; 5—Positions Wanted; 6—Posi- 
tions Open; 7—Miscellaneous. 


Transient Rate: Thirty-five cents a 
word; minimum charge $5.00 per 
insertion. 
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DIETITIANS ADA: (female) National 
management organization with impeccable 
professional reputation offers career- 
minded ADA therapeutic and administra- 
tive dietitians exceptional opportunities as 
members of its professional Hospital Divi- 
sion staff. Attractive starting salary. Trav- 
eling moderate to heavy — depending on 
operational requirements. Paid traveling 
expenses. Future based on individual 
growth potential. Submit complete resume, 
including education, internship and work 
background. All inquiries held in strictest 
confidence. Address HOSPITALS, Box 
-48. 


ASSISTANT MEDICAL RECORD LI- 

ARIAN for 400 bed accredited private 
pect hospital. Will consider recent grad- 
uate. Liberal salary range and employee 
benefits. Excellent working conditions. In 
one of midwest’s foremost institutions. 
Centrally located in city and convenient to 
outstanding residential and shopping fa- 
cilities. Contact Personnel Director, Mil- 
waukee Hospital, 2200 West Kilbourn Ave- 
nue, Milwaukee 3, Wisconsin. 





MEDICAL RECORDS LIBRARIAN, for 94 
bed general hospital, fully accredited. 37% 
hours week, good personnel policies. Must 
have several years experience. Salary open. 
Write: Administrator, Sydney R. Forkosh 
Memorial] Hospital, 2544 West Montrose 
Avenue, Chicago, Illinois. 





THE MEDICAL BUREAU 


M., Burneice Larson, Chairman of the Board 
900 North Michigan Ave. 
Chicago 11, Illinois 


ADMINISTRATORS: (a) Asst. to succeed 
Adm. 400 bed renowned hsp. M.W.; (b) 
Adm. brand new 30 bed hsp. Calif. $7500 
plus percentage of gross income; (c) Adm. 
nursing home 100 beds, Southeast coast re- 
sort; top salary; 


DIRECTORS OF NURSING: (a) Direct 
service & school, Chicago area 300 beds; 
$10,000; (b) Nurse Educator, establish col- 
legiate nurse program, $13,000. E. (c) 
Direct nursing 250 bed hsp. commute San 
Francisco, $8-$10,000; 


EXECUTIVE HOUSEKEEPERS: (a) 350 
bed hsp. Calif. $7000; (b) 600 bed hsp. 
Texas salary open. 





SERVING 
AUXILIARIES 7 
WITH * 








OUR 65th YEAR 


NOODI AR DEE 
185 \.Wabash-Chicago, IL. 


Founders of the personnel counseling service 
to the medical profession, serving medi- 
cine with distinction over half a century. 


RAndolph 6-5682 

Ann Woodward offers her long estab- 
lished, strictly confidential service to hos- 
pital administrators, physicians, nursing 
executives and others wishing to relocate 
in the medical and hospital fields. Oppor- 
tunities throughout America and abroad. 
To the institution reorganizing or aug- 
menting its staff, brochures of those qual- 
ified to head medical and ancillary de- 
partments or for staff posts will be sub- 
mitted _immediately _upon request. 


POSITIONS WANTED 


CHIEF DIETITIAN wants position with a 
progressive hospital that offers a stimulat- 
ing challenge to the dietary department. 
A.D.A. member. 19 years hospital experi- 
ence including several years as Chief Die- 
titian in large hospital. Prefer West Coast, 
will consider other areas. Available now 
Address HOSPITALS, Box L-18. 





ADMINISTRATIVE EXECU TIVE whose 
wife is invalid wishes to make connection 
with smaller hospital, convalescent home, 
as resident business manager or similar 
position, with or without investment, com- 
pensation to include care of wife. Address 
HOSPITALS, Box L-21. 

PUBLIC RELATIONS man desires to relo- 
cate S.E., S.W., or west coast areas. Pres- 
ently with national medical organization. 
BA and BAJrn. with several years experi- 
ence. Address HOSPITALS, Box L-16. 


EXECUTIVE HOUSEKEEPER: Experi- 
enced, would like to relocate in California. 
Good references. Address HOSPITALS, 
Box L-20. 


ADMINISTRATOR desires 100-150 bed hos- 
pital, East, South, Southwest. 5 yrs. ex- 
perience Hospital Adrninistrator, 10 yrs. 
Director of Nurses. R.N. M.A. Assistant 
Administrator, large hospital. Address 
HOSPITALS, Box L-8. 








SPECIAL 
wh PUBLICATIONS: 
(Sr 


Patterns and Principles for Hospital Avuxiliaries 


$1.50 


A description of the steps to toke in organizing new ouxiliories 
Advice on principles of procedure os well os on mechanics of 


operotion is offered 


The Volunteer in the Hospital 


$2.35 





This monvol, intended p ty for the 


. wos 


prepared to give assistance in establishing standords and bosic 
guiding principles for volunteer service in the hospital 


The Teen-Age Volunteer in the Hospitel 


65< 


This booklet wos published to help hospitals develop well 
planned teen-age volunteer programs. The booklet should be 


used in with the Pp 





volunteer manvol 


Guide, Membership and Public Relations for Women's Hospital 
$1.50 


Auxiliaries 


Designed to assist auxiliories in planning membership programs 
which will broaden public understonding of the hospitel and 


stimulate membership in the auziliory 


Publications available only to A.H.A. member groups 


American Hospital Association 


840 North Lake Shore Drive 


Chicago 11 


Minois 
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AUTOCLAVED? 
YOU CAN BE SURE! 


There is no doubt when you seal bundles and con- 
tainers with “SCOTCH” Brand Autoclave Tape No. 
222. Dark lines appear on the tape only after exposure 
to correct levels of heat and moisture in an autoclave. 
Any other heat and/or moisture exposure cannot ac- 
tivate the tape. “SCOTCH” Autoclave Tape holds fast 
before, during and after autoclaving ... applies easily 

.. Sticks at a touch to paper, cloth, glass, metal... 
leaves no residue. “SCOTCH” Autoclave Tape is faster 
to use than pins, string, cotton plugs, and may be 
easily marked with pen, pencil or typewriter. 

New! For gas sterilizers! 

Now, secure sealing and positive identification of gas 





sterilized bundles are made possible with new 
“SCOTCH” Brand Ethylene Oxide Sterilizer Tape No. 
224. This tape offers the same assurance of proper 
exposure that “SCOTCH” Brand Tape No. 222 does 
in steam autoclaves. For complete details, contact 
your surgical supply dealer, or write 3M Company, 
St. Paul 6, Minnesota. 

(Note: Each of these tapes is designed for a spe- 
cific purpose. The Autoclave Tape will not function 
in a gas sterilizer; nor will the Ethylene Oxide Tape 
function in a steam autoclave. Nothing on the outside 
of an autoclaved or gas-sterilized item, of course, can 
guarantee sterility of contents.) 


“SCOTCH? BRAND HOSPITAL AUTOCLAVE TAPE NO. 222 


“SCOTCH” is a registered trademark of 3M Co. 
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When the customary surgical techniques for capillary 
hemostasis fail. prompt cessation of oozing may usually, 
be obtained with ONYCEL (oxidized celluloge, Parke-Davis).2 
This absorbable hemostatic conforms readily to all 

wound, areas...assures a clear operating field...helps 


to shorten operative procedures, 


fedilable in forms for every need: OXYCEL (oxidized cellulose. 
Parke-Davis). Pledgets (@otton-ty pe): 2'4 in. x | in. x 1 in.: Pads (Gauze- 
type) (G-ply). 3 in. ys 3 in.@nd 4 in. x 12 in.: Strips (Gauze-ty pe) (4-ply). 


) ) 


5.in. xX 35 in. LB in. x 2 in. 36 ine x). in. and 3 yd. x 2 in.: Folev cones 


Gauze-ty pe) (d-ply). 5 ing and 7 in. diameters, Sterile as supplied. 


Indications: As an adjunct to effect hemostasis in bleeding asso iaded with 
capillary fozing Use: Strips--temporary packing of bleeding cavities. -nasal 
passages. and tooth sockets: pads—temporary packing of surgical beds as 
after biopsies dnd to cover more or less extensive areas as in laparotomies; 
pedgets—jin neurosurgery and in dental work for small localized bleeding 


areas: Foley cones—in prostatectomy. 


Precaution: Excess amounts should be removed prior to surgical 
closure to avoid foreign-body reaction. Not to be used in sites of infection 
or following silver nitrate or other escharotic chemical agents, Contraindi- 
cated in clean bone surgery when podt vascularization is present and in 
instances where rapid callus formation is desired, Should be used sparingly 
in open reduction of fractures andcin cancellous bone. Will not withstand 


heat sterilization. Remove from container aseptically. 











PARKE-DAVIS 


PARKE, DAVIS 4 COMPANY. Detroit 32, Michigan 
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